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EDITORIAL ANNOUNCEMENT 


The February edition of the INTERNATIONAL ABSTRACT OF SURGERY 
marks the first anniversary of its appearance before the medical world. It 
is the desire of the editor to take this opportunity to thank the medical 
profession and especially the editorial board for its co-operation, assistance, 
and friendly criticism, to which we owe the success that the first year has 
brought the journal. ; 

The perfection of a system and the creation of a staff capable of carrying 
on the vast amount of work entailed in selecting and abstracting the best 
surgical literature from all of the medical publications of the world have 
necessarily been evolved slowly. At the present time, however, we believe 
that our organization is complete and that the only alterations in our future 
policy will be the addition from time to time of new features which aim to- 
ward increasing the value of the journal to its readers. 

This month marks the first appearance of the Critical Reviews, one of 
which will be published in each issue in the future, so that at the end of the 
year there will have been at least two reviews devoted to each of the six 
major surgical specialties outlined in our scheme. 

The Critical Reviews will comprise unprejudiced exhaustive compilations 
of all of the current literature upon live surgical subjects and should be of 
great value to every surgeon, since he may be able to acquaint himself with 
the advances in surgery, following them step by step, and have presented 
before him in one abstract the different theories and viewpoints of all 
authorities upon each subject. 
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THE NATURE OF 


SHOCK 


A CriticaAL ABSTRACT 


By MAJOR G. SEELIG, M. D., St. Louis, Missouri 


WU / ‘THIN the past year or two, America 


has lived through a renaissance of the 

shock problem — a renaissance activated 
by the advancement of a new theory and a new 
type of therapy. This new line of therapy is em- 
phatically prophylactic, rather than specific, and 
rests on the basis of intricate, detailed studies in 
cytology. It is essential that this new statement 
of the shock problem should be subjected to a 
searching critique; and such a critique necessitates 
passing in review all previous work done along 
this line. That such a necessity confronts us 
will be apparent when we consider that for nearly 
a century investigators and clinicians have been 
propounding theories and promulgating doctrines 
that definitely located the cause of shock in an 
aberration now of this function or organ, now of 
that. Without exception none of these various 
theories has stood the tests of searching crit- 
icism. It is rational to hope, therefore, that by 
passing the various older working hypotheses in 
review, we may at least partially comprehend why 
they have failed, and likewise orient ourselves in a 
suitably critical attitude regarding the strength 
and weakness of the new theory. 

The word “shock” was first used clinically in 
the latter part of the eighteenth century. Up to 
that time there was no single word to express the 
notion of grave organic compromise following 
trauma and unaccompanied by demonstrable 
organic changes. The ancients, who were not 
unfamiliar with the symptom-complex, had dis- 
missed the problem by referring the causative 


117 


agency to some deus ignotus; but as medicine 
became less and less mystic, and as causal re- 
lationships began to be more and more firmly 
founded, the shock problem gradually came into 
its own and demanded explanation. 

In a previous paper, written before the birth of 
the newest theory of nerve-cell excitation, I 
pointed out the interest attached to the facts 
that the theory of vasomotor exhaustion in 
shock had been put forward by Keen and Mit- 
chell in 1864, then forgotten, and again brought 
forward by Crile in 1900; that the theory of reflex 
inhibition which had been formulated by Leyden 
in 1870 was lost to view, and then revamped and 
restored by Meltzer in 1908; that the theory of 
primary cardiac involvement had been developed 
in extenso by Blum in 1876, had lost caste, and 
was then rehabilitated by Boise in 1908. In 
view of all this, there is a certain amount of 
fascination in the knowledge that our latest 
theory of inordinate excitation of the nervous 
cellular mechanism was anticipated, purely on 
prior grounds, by Travers in 1827, and that 
Travers’ reasoning was further supplemented by 
Sir Astley Cooper in 1835. Obsequies and resur- 
rections have never been quite as frequent as this 
in any other surgical field. 

And how may we explain this constant change 
of front? On two grounds: In the first place a 
failure to recognize what was so clear to the elder 
Gross, namely, that “shock is a rude unhinging 
of the entire machinery of life,” and that we must 
therefore proceed cautiously in attempting to 
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locate the unhinging at the door of any one 
particular organ or function. Secondly, we find 
an explanation for the multiplicity of theories in 
the frequent misinterpretations of experimental 
data or in the drawing of unwarranted conclu- 
sions from properly collected data. For example, 
to take up the most common type of confirmed 
faulty reasoning, almost every investigator of 
shock develops his line of thought around the 
central point that low blood pressure signifies 
shock. And so indeed it does, but it has never 
been proved and should never be assumed that 
low blood pressure is the primary causative agency 
of shock. Blood pressure readings are to shock 
what thermometric readings are to a summer 
day. One tells us the degree of pressure, and the 
other the degree of heat, but what causes the 
rise or fall of pressure or the greater or lesser heat 
—that is another problem. And yet, as one goes 
through the literature of shock, it is necessary 
to battle against the conclusions that low blood 
pressure either causes shock or is synonymous 
with it. 

The needs of more specific criticism make it 
imperative to deal critically with the develop- 
ment of the more commonly accepted theories of 
shock, as we know them today. In order to do 
this we shall select for analysis the following 
prevalent doctrines regarding the causative factor 
in shock, which is stated variously to be: 

1. Vasomotor exhaustion and paralysis. 

2. Cardiac spasm and eventual failure. 

3. Inhibition of the functions of all the organs. 

4. Deficiency of carbon dioxide in the blood 
(acapnia). 

5. Morphologic changes and eventual partial 
or complete disintegration of the ganglion cells. 

The theory of vasomotor exhaustion as the 
essential cause of shock was established on what 
seemed at the time to be a firm basis by Crile. 
His argument is based on the facts “that the 
essential phenomenon of shock is low blood 
pressure, and that since there is no demonstrable 
lesion in fatal cases, and no later effects in those 
that recover, we must assume exhaustion rather 
than structural lesions to be the cause of this 
fall.” This exhaustion may be resident in the 
cardiac muscle, cardiac centers, blood-vessels, 
or vasomotor centers. The heart is not ex- 


hausted, for in profound degrees of shock, if the 
pressure be raised artificially, the heart will be 
found to be competent; the cardio-inhibitory 
center is not exhausted, for it responds to stimu- 
lation during active shock; the cardio-accelerator 
center is not only not exhausted but is active up 
to the time of death; furthermore, shock occurs 
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even when the heart is isolated from the nervous 
system by severance of the vagi and accelerantes. 
Since we may exclude the heart as an essential 
factor in shock, we must look to the loss of pe- 
ripheral resistance as the essential factor. The 
peripheral nerve-vascular mechanism is not ex- 
hausted, for it invariably responds to an intra- 
vascular injection of adrenalin; therefore it must 
be assumed that the vasomotor centers themselves 
are exhausted, and this assumption is confirmed 
by the fact that, in shock, these centers do not 
respond to electric stimulation of peripheral 
nerves, to severe trauma, to physiologic doses of 
strychnine, or to deep asphyxia. 

In essence, this theory asserts that the vaso- 
motor centers are exhausted and that therefore 
the peripheral vascular system is toneless and 
relaxed. In Crile’s own experiments there are 
many data that may be used to prove his con- 
clusions not entirely warranted. But rather 
than enter into a prolix criticism of data, it 
probably will be more interesting to state the 
various grounds on which later investigators 
have attacked the vasomotor exhaustion theory. 
In England, the war was opened by Malcolm, who, 
on purely clinical grounds, contended that the 
vasomotor centers were active throughout shock, 
and that the peripheral vascular system was con- 
tracted rather than relaxed. He argued to this 
conclusion from the facts that, in shock, the 
surface of the body is cold, the skin pale, the pulse 
small, the mucous membranes blanched, and the 
bleeding from surface wounds scanty. This care- 
fully worked out clinical argument created a 
storm center, with Malcolm against Mummery in 
the vortex. As a matter of fact, the argument 
degenerated to the level of rather bitter polemics; 
and this despite the delightfully suave and well- 
pointed compromise suggested by Sheen, who 
showed that Malcolm had failed to take into 
consideration that, in shock, an unduly large 
proportion of the blood is in the abdomen, and 
that as a natural result, the peripheral vessels are 
small; being neither dilated nor contracted, but 
rather passively “retracted.” This was a wise 
observation of Sheen, too scantily noted by all 
investigators of the shock problem. Crile him- 
self pays practically no attention to the abdominal 
venous engorgement (veno-pressor disequilibrium 
of Henderson), and some of my own experimental 
work, despite its fairly general acceptance, is open 
to serious criticism on account of failure to realize 
that the altered distribution of the blood in shock 
must be taken into consideration at all stages of 
every experiment. 

The vasomotor exhaustion theory has also been 























attacked directly by the physiologists, Porter, 
Henderson, and Lyon, and indirectly by numerous 
other investigators who bring forward theories 
of their own—Vale, Kinnaman, Schur, Weisel, 
Bainbridge, and Parkinson. Porter, working 
alone and with Quimby, showed that the central 
end of the sciatic could be stimulated for hours 
without causing a fall of pressure. Furthermore, 
they found that when an animal was in extreme 
shock the vasomotor centers nevertheless re- 
sponded to electric stimulation, thus demonstrat- 
ing that exhaustion of these centers could not be 
predicted. Porter furthermore called attention 
to the fact that we must consider fluctuations of 
blood pressure not from the absolute but from 
the percentage point of view. 

Tyrell, Gray, and Parsons made the important 
suggestion that simply because an animal in 
shock does not show a rise of blood pressure on 
stimulating or traumatizing a certain part of the 
body does not prove that the vasomotor centers 
are exhausted. It may be probable, they say, 
that the pain impulses may have exhausted the 
synapses in the path from the part stimulated 
to the center, and that the vasomotor centers 
themselves are intact. 

Henderson believes that in shock “the vaso- 
motor center does its full duty almost to the last,” 
that failure of the circulation is due to the diminu- 
tion of the volume of the blood, by transudation 
of its fluid out of the vessels into the tissues, and 
that there is no “fatigue or inhibition or failure 
of any sort in the vasomotor center.”” Henderson 
noted in his experiments that his dogs usually 
died “of respiratory failure, long before arterial 
pressure had fallen to such an abnormally low 
level as would accord with Crile’s definition”’; 
he shows further from Crile’s protocols that 
respiratory failure was a strikingly important 
phenomenon, and on the basis of this observation 
he not only denies the possibility of vasomotor 
exhaustion but also works out his own theory of 
acapnia. In part, he supports his arguments 
against vasomotor exhaustion by the conclusions 
of Seelig and Lyon. 

Seelig and Lyon, in two papers, contest the 
validity of the doctrine of exhaustion of the vaso- 
motor centers. In their first paper they measured 
the outflow of blood from the femoral vein in a 
normal dog, before and after section of the sciatic 
nerve. After section of the nerve the outflow 
was more rapid, as was to be expected. This 
same experiment was performed on a dog in 
shock, and despite the shock the outflow was 
more rapid after section of the sciatic, even more 
rapid, proportionally, than in the normal dog, 
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thus demonstrating that the vasomotor center 
was transmitting active tonic impulses through 
the sciatic, even in a state of profound shock. 
Moreover, by ophthalmoscopic examinations 
they determined that the arteries of the retina 
not only did not dilate, but rather that they ac- 
tively contracted as the animal went into shock. 
As joint author in this work, it is only fair for 
me to state that Erlanger contests our reasoning 
as regards rate of outflow, and also that we should 
have proven, but did not, that the contraction of 
the retinal vessels is really an active, tonic con- 
traction and not a passive one due to empty 
vessels. In a second paper, Seelig and Lyon 
attack the problem from a different point of view. 
They emphasize the fact that in normal animals 
stimulation of the central end of the cut vagus 
causes a rise of blood pressure, and that this rise 
occurs even when the animals are in the pro- 
foundest degree of shock. Furthermore, utiliz- 
ing Porter’s doctrine of percentage rise, they 
found that the rise was proportionally as high in 
profound shock as in the normal animal. In 
order to exclude all reflex effects on the heart, 
they cut both vagi and removed the right and 
left stellate ganglia; but even after these pro- 
cedures, stimulation of the central end of the 
vagus was followed by a rise in pressure. These 
authors conclude from their experiments that the 
vasomotor centers are active in shock. 

Shortly after the publication of Seelig and 
Lyon’s work, Bartlett, by measuring the rate of 
inflow of saline solution into the femoral vein, 
reached the conclusion that during shock the 
vessels were relaxed and that the tone of the vaso- 
motor centers was decreased (not exhausted). 
Bartlett, however, does not seem to have suffi- 
ciently controlled the question of collateral 
circulatory phenomena nor the question of the 
escape of the injected salt solution from the 
smaller arterioles of the extremity experimented 
upon. 

All in all, the weight of evidence seems to be 
that the vital vasomotor center, a center con- 
trolling a so-called “fundamental” function, does 
not exhaust as easily as the doctrine of Crile 
presupposes; indeed it would seem that it is one 
of the last centers to break down in shock. 

The failure of the vasomotor exhaustion theory 
to account satisfactorily for the condition of shock 
naturally led to the propounding of other theories. 
Of these, none has made a stronger appeal to the 
clinician than the doctrine that cardiac failure is 
the essential element in the obscure symptom- 
complex—a principle laid down most emphatical- 
ly by Boise, although Howell also admits cardiac 
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shock, as well as vascular shock. Boise, who 
bases his views largely on the experiments of 
Crile, Howell, and Porter, attempts to prove that 
as a result of excessive stimulation of the aug- 
mentor nerves of the heart (due to peripheral 
trauma) this organ is thrown into spasm; that, 
therefore, in shock there is increased systole, 
decreased diastole, lessened output of blood from 
the heart, and therefore low blood pressure. The 
lowered blood pressure in its turn leads to further 
decrease n the output, establishing, as it were, a 
vicious circle. By administering veratrone to 
shocked animals, Boise claims to have remedied 
the condition of shock markedly, by causing a 
decrease in systole, an increase in diastole, and a 
slowing of the pulse rate. Unfortunately, 
Boise’s argument cannot be accepted. He fails 
to take into consideration the existence of de- 
pressor impulses, he fails to realize that the 
cardiac output is necessarily limited owing to the 
fact that the splanchnic venous area is engorged, 
and furthermore he has not explained away the 
work of the numerous investigators who have 
thoroughly isolated the heart from all afferent 
paths and still been able to induce shock. The 
heart is compromised in shock, beyond a doubt, 
but cardiac inefficiency is certainly not the 
primary cause of shock. 

Meltzer, it was, who developed in his char- 
acteristically lucid fashion the doctrine of in- 
hibition of functions as the underlying essential 
phenomenon in shock. Meltzer contrasts the 
views of Crile with those of Howell, who believes 
that the vasomotor centers are not exhausted, 
but that the prominent factor is an inhibition of 
the centers in the medulla. He then shows that 
Porter also disagrees with Crile, but that the two 
physiologists, Porter and Howell, disagree also. 
He then advances his own argument, which is 
based upon experiments performed primarily in 
an investigation of peristalsis. Meltzer ventures 
the assumption that the “various injuries which 
are capable of bringing on shock do so by favor- 
ing the development of the inhibitory side of all 
the functions of the body. This predominance 
of inhibition makes its appearance at first in those 
functions which are of less immediate importance 
to life, and are therefore, less insured by safe- 
guards protecting their equilibrium. With in- 
creased injury, the inhibition also spreads to the 
more vital and better protected functions of the 
nervous system.” Meltzer is careful to specify 
that he considers inhibition only as a primary 
effect, and that, during shock, other influences 
must become secondarily active, so that ‘“‘anwmia, 
asphyxia, or even fatigue might become opera- 
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tive, during the progress of shock.” Such a 
doctrine as this serves well as a physiological 
hypothesis, but to the clinical mind searching for 
light it is not very satisfying. The argument as 
to exactly what the term inhibition connotes is 
not definitely settled, and therefore one hardly 
feels satisfied to appropriate inhibition as a 
cause. In a very recent contribution, Short 
refers to Meltzer’s conception as “an abandon- 
ment of the problem.” 

The doctrine of acapnia, viz., that shock is due 
to a deficiency of carbon dioxide in the blood, was 
enunciated by Henderson within the past decade, 
and for a time stimulated much work and much 
criticism. Henderson argues that the traumata 
that induce shock cause rapid deep breathing 
(hyperpnoea) as the result of pain or excitement. 
This rapid deep breathing in its turn causes an 
undue ventilation of the lungs, during which 
ventilation, carbon dioxide is rapidly swept out 
of the circulation. Furthermore, when viscera 
are exposed, in an ordinary laparotomy, carbon 
dioxide is exhaled from their surfaces,thus lessening 
the quantity of this gas in the blood. By blood 
gas analyses, Henderson claims to have proved 
this primary contention beyond a doubt. Now 
carbon dioxide is not, as it is so commonly re- 
garded, merely a poisonous excretion. It is an 
important regulatory hormone, upon whose 
presence, for instance, the activity of so vital a 
function as respiration depends. Henderson 
shows that it is possible, by excessive artificial 
respiration alone, to induce a state of shock that 
will be followed by death in a few hours, and con- 
versely, that a state of shock may be warded off 
by increasing the so-called dead space of the 
respiratory tract, thus conserving the carbon 
dioxide content of the blood. 

Henderson’s explanation of low blood pressure 
in shock has been concisely summarized as 
follows: When there is a reduction of carbon 
dioxide in the blood, the walls of the veins relax, 
the pressure in them falls, blood accumulates in 
them, and only a small amount is transmitted to 
the heart. Constriction of the arteries may for 
a time maintain a fair blood pressure. At last 
the supply reaching the right auricles becomes so 
reduced that arterial pressure falls, the heart 
beat becomes quick, the output is small, and 
severe shock is established. Deficiency of carbon 
dioxide has another remarkable effect. When 
the deviation from normal is considerable there 
is a tendency for fluid to exude from the plasma 
into the tissues. The plasma therefore becomes 
concentrated and the total volume of blood 
diminished. Early in the course of shock, an 
































intravenous infusion is remedial; later on it fails, 
because the fluid merely escapes into the tissues. 
Henderson emphasizes and re-emphasizes the 
phenomenon of venous pressure disequilibrium 
which leads to a subnormal venous return to the 
heart, the final fall in arterial pressure being 
dependent upon the consequent reduced output 
of the heart, and in no sense upon an exhaustion 
of the vasomotor centers. If, in a state of pro- 
found shock, stimulation of sensory nerves does 
not result in a rise of pressure, it is because there 
is so small a quantity of blood circulating and so 
large a quantity stored in the intra-abdominal 
veins. Henderson credits the experimental 
evidence that claims venous pressure to be regu- 
lated by the carbon dioxide content of the blood 
rather than by the nervous system; so he sees in 
the venopressor disequilibrium another bit of 
evidence in favor of acapnia as the primary cause 
of shock. 

What may be said in criticism of this doctrine 
of acapnia? First and foremost, that, clinically, 
we do not encounter the phenomenon as outlined 
by Henderson. It is rare to see hyperpnoea so 
prolonged as to ventilate the lungs excessively, 
and secondly, the modern surgeon does not expose 
viscera in such fashion as to permit extensive 
exhalation from them. From the purely sci- 
entific point of view of the physiologist the doc- 
trine of acapnia was actively attacked at the 
meeting of the American Association of Physiolo- 
gists two years ago. Howell showed by per- 
fusion experiments that the heart will beat in 
complete acapnia. He used perfusing fluids 
that contained absolutely no carbon dioxide. 
Erlanger subjected the figures of Henderson’s 
blood gas analyses to close examination and 
demonstrated that, by Henderson’s own figures, 
some of his animals in shock did not show a re- 
duced blood content of carbon dioxide. Erlanger 
furthermore emphasized the fact that the quantity 
of carbon dioxide in the blood was not even ap- 
proximately as significant or important as was its 
tension; and yet Henderson practically ignores 
the question of tension. Short attempted to 
check up Henderson’s views by determining the 
carbon dioxide content of the blood in normal 
individuals and in shocked patients. As a result 
of his determinations he came to the conclusion 
that acapnia is not the primary factor in shock. 
In five normal individuals he found that the 
carbon dioxide content of the blood was 46.4 per 
cent, whereas in five shock cases the carbon dioxide 
content was 46.9 per cent. Seelig attacked the 
problem from the following point of view: If 
shock be primarily due to acapnia, which in its 
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turn leads to low blood pressure, then it seems 
reasonable to assume that by supplying the blood 
directly with an increased quantity of carbon 
dioxide gas we should be able to avert shock, or 
at least to restore blood pressure after the process 
of shock had started. Seelig found that, with 
ordinary care, he could safely introduce carbon 
dioxide gas directly from a generator into the 
femoral vein of an animal. He found further- 
more that by thus directly increasing the carbon 
dioxide of the blood he could not influence the 
course of shock. The conclusion that acapnia 
does not suffice as a cause of shock therefore 
seems to be inevitable, even despite the large 
quantity of data so carefully collected by Hen- 
derson over so long a period of time. 

Finally, we come to the last of the theories 
which we have undertaken to review, a theory 
which has been styled by its propounder, G. W. 
Crile, “the exhaustion hypothesis.” This hy- 
pothesis assumes “that animals that are especial- 
ly capable of being shocked are those whose self- 
preservation is dependent upon special forms of 
motor activity; that motor activity is excited by 
adequate stimuli, through nerve tissue directly. 
Whatever may have been the origin of the motor 
mechanism and its adaptive response on stimula- 
tion, there is in each individual, at a given time, a 
limited amount of potential energy; that motor 
activity following each adequate stimulus dimin- 
ishes the amount of this potential energy; that 
in any animal, a sufficient number and intensity 
of the stimuli leads inevitably to exhaustion or 
death; that when the motor activity takes the 
form of obvious work performed, such as running, 
the phenomenon expressing the depletion of the 
vital force is termed physical exhaustion; and 
that when the expenditure of the vital force is 
due to stimuli which lead to no obvious work per- 
formed, especially if the stimuli are strong and 
the expenditure of energy rapid, it is designated as 
shock.” 

In support of this hypothesis Crile arrays his 
evidence with the purpose of showing that “the 
phenomena of exhaustion from physical exertion 
closely resemble shock; that shock may be acute 
or chronic; that in shock every organ of the body 
exhibits certain evidences of pathologic physiol- 
ogy; that recovery from shock often takes a long 
time; that fear and trauma have a common 
phylogenetic origin and are akin; and that in the 
brain cells there is found a physical basis of shock. 

Of all this evidence, that which concerns demon- 
strable changes in the brain cells is the one that 
commands most interest. The relationships 


between exertion and exhaustion, and fear and 
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trauma, the participation of all the organs in 
evidencing disturbed function, the long duration 
of the after effects of shock, all these may be 
regarded as commonly accepted facts; but a 
demonstrable, constant, morphologic alteration 
of the brain cells as the primary cause of shock 
is an entirely new idea. 

Crile has experimented with states of acute 
and chronic emotional excitement, with pyogenic 
infections, with the effects of various drugs and 
anesthetics, with trauma, with vascularly anasto- 
mosed dogs, with spawning fish and hibernating 
animals, with hemorrhage, senility, trauma, and 
numerous other states and conditions. Brain- 
cell studies were made following all of the experi- 
ments. The cells studied were almost entirely 
those of the cerebellum (Purkinje cells) and they 
were studied from the following points of view: 
the size of the cells, the amount and the physical 
condition of component parts of the cells, the 
number of cells in a field, and the intervening 
granular cells. The results of these cytologic 


studies may be summed up in Crile’s own words 
as follows, ‘“‘Whether as a result of disease, of 
injury, of drugs, or of emotional stimulation, the 
physical state of the brain cells corresponds close- 
ly with the state of vitality—not only the state of 
vitality as a general term, but also the state of 
such functions as cerebration, digestion, muscular 


power, respiration, circulation, disturbance of 
metabolism, of excretion—in short, of most of the 
bodily functions. Then, too, both in animals 
and in man, the physical condition of the brain 
cells was apparently a good index of the extent 
of surgical operation that could probably have 
been endured. In old age, for example, the total 
number of cells is much diminished; so too is the 
vitality and the ability to endure surgical opera- 
tions, emotional stimulation, or disease.” 

The essence of the doctrine lies in the belief 
that the brain cells are composed of labile com- 
pounds capable, when adequately stimulated, of 
converting their potential energy into kinetic. 
If this power to convert is unduly excited and the 
cells immediately fixed, stained, and studied 
microscopically, they show what seems to be a 
deep overstaining due to an overproduction of 
Nissl substance. If the excitation is continued, 
the cells stain much lighter and show an altered 
relation between cytoplasm and nucleus, as well 
as altered form; finally, if the excitation is con- 
tinued further, the cells take practically no stain 
(loss of Nissl substance) and are altered in form 
up to the point of actual disruption. (See Note.) 

Here then is a new problem confronting us. 
How are we to estimate this new theory? This 
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much is certain—Crile and his assistants have 
spent years studying and measuring brain cells 
under given conditions; as a result of these studies 
Crile enunciates certain facts, from which facts he 
reaches a general conclusion. In order to con- 
trovert this conclusion, it is necessary to con- 
trovert his facts or to show faulty logic in his 
process of deduction. The facts as they stand 
are merely confirmations of similar facts made by 
such trustworthy workers as Hodge, Hert- 
wig and his school, and Dolley. No one 
has brought forward concrete data in re- 
buttal. As regards faulty deduction, two im- 
portant questions arise, namely, possible artefact 
formation and the difficulty of logically correlat- 
ing the morphology of cells with corresponding 
variations in their function. Regarding possible 
artefact formation, Crile explains that the cell 
pictures he describes are so consistent and so 
invariably present as to throw the question of 
artefact formation out of court. As regards the 
inherent difficulties of associating cell morphology 
with function, we need only remember for how 
long a time we have been able to demonstrate 
morphological cell changes in the parenchyma of 
the gland cells of the digestive tract, varying 
with states of functional activity. Crile quotes, 
all too scantily, from the work of other investiga- 
tors whose conclusions would greatly strengthen 
his own thesis. Dolley, who seems to have done 
admirable work, has admitted that his deductions 
rest upon the established doctrine of Hertwig 
regarding the relation of the plasma to the 


Note. 


The exact changes which occur in the ganglion cells are given by 
Dolley as follows: “As a result of continued activity, there is first a 
steady increase of the basic chromatic material, first the extranuclear 
(the Nissl substance), then the intranuclear, which is attended by an 
increase in size of the cell. Finally an intensely hyperchromatic cell 
marks the maximum of elaboration of basic chromatin. From this 
point it begins to disappear, first from the nucleus, as it continues 
out into the cytoplasm, then from the cytoplasm, resulting as the next 
stage in a cell still relatively though more irregularly hyperchromatic. 
Accompanying the disappearance of chromatic material is a marked 
shrinkage in size, relatively greater for the nucleus than for the cell, 
with extreme irregularity and actual crenation of contour of both. The 
result is that the relation of nucleus to ee changes in favor of the 
cytoplasm. There are two main types of such cells, the one attenuated, 
spindle-like, the other more of the usual pear-shape of the Purkinje cell. 
Toward the end of both these stages a sharp increase in the size of the 
nucleus, due to cedema, occurs, which helps to fix their relation to the 
succeeding stage. The advance of the nuclear cedema, its later onset 
in the cytoplasm, and the still continued using up of the extranuclear 
chromatic material result in a cell having the semblance of normal with 
an average amount and almost normal distribution of basic chromatic 
material, now well rounded out, but exhibiting nearly a maximum dis- 
proportion between nucleus and cell body, and that in the opposite 
direction, that is, in favor of the nucleus. The using up of the chromatic 
material proceeds until it almost or entirely vanishes from the cytoplasm, 
whereupon there is an extraordinary discharge from the nucleus, which 
first masses about the nuclear membrane and gradually diffuses into the 
cytoplasm. Though the absolute size of both cell body and nucleus 
steadily increases through these stages to the end, at this point the rela- 
tion between them changes, and from being in favor of the nucleus it 
shifts again to the advantage of the cytoplasm, which indicates the onset 
of nuclear exhaustion. With the using up of the secondary supply thu 
afforded, the karyosome alone remains of basic chromatic material. 
Finally the karyosome yields up its ultimate my A and after its difiu- 
sion into the cytoplasm‘and consumption there, there results a functional- 
ly exhausted cell, entirely devoid of basic chromatin. 
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nucleus in the cell. If this doctrine of Hertwig 
is invalid, then all the work on brain cells must 
fall. Dolley has, in a spirit of scientific enthu- 
siasm, gone into the intricate problem of excita- 
tion and depression as elaborated by Hertwig, and 
he has added his quota of proof to demonstrate 
the absolutely fundamental fact that all the 
afferent brain impulses are qualitatively identical 
and differ only quantitatively. And right here is 
where his work contrasts sharply with that of 
Crile. Dolley is unconcerned with the demon- 
stration of practical clinical conclusions, except 
in so far as they fall naturally from the work 
bench, whereas Crile is concentrated on demon- 
strating a practical method; and in his very 
attempt he seems to miss the point that he aims 
for. He admits, without so stating specifically, 
the qualitative similarity and quantitative differ- 
ences of all afferent stimuli. He demonstrates 
that fear, trauma, activity, senility, and numerous 
other states induce brain-cell changes exactly 
similar to those of shock. He thereby links shock 
with a conglomerate group of other entities all 
the while that he is striving to isolate it. Possibly 


the statement that he desires to isolate shock as 
an entity isa misstatement, but Crile’s whole line 
of thought and his general conclusions warrant 
the belief that he is striving to determine the 
etiological factor underlying shock as a definite 


symptom-complex. 

This much is certain—whatever the theoretical 
significance of brain-cell changes in shock may be, 
the practical significance of the doctrine as worked 
out by Crileis colossal in its imperative emphasis on 
the necessary qualifications of an operating sur- 
geon—thoughtfulness, deliberateness, gentleness, 
and dexterity. However, in thus appraising the 
work of Crile, let it be clearly understood that we 
are setting a value only on the practical con- 
sequences flowing from it, rather than on the 
inherent validity of the doctrine itself. Crile’s 
hypothesis of exhaustion, conceals a very definite 
speciousness in its appeal to surgeons, for the 
operating surgeon, of all others, is the one thera- 
peutist who always has it in his power to control 
the quantity of noxious afferent impulses. It is 
in his power always to make his operative attack 
an onslaught or a more or less gentle reparative 
procedure. If it be an onslaught the patient may 
die of shock, and if the patient dies of shock, what 
is more natural than to attribute the death to 
undue ganglion cell exhaustion? 

Surely it is not unfair to point out the specious- 
ness of an argument that sets out to explain a 
symptom-complex on the basis of a definite 
causative agency, and then proves that this same 
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causative agency is at bottom the cause of prac- 
tically all disease. “Environment drives the 
brain, and the brain drives the various organs,” 
is a statement quoted by Crile. True, surely, 
but not very specific as applied to shock. Fur- 
thermore, our criticism is not unfair, for Dolley, in 
commenting upon the analogy between anemia 
and shock (an analogy which both he and Crile 
support) says that “though undoubtedly true in 
its essentials, absolute proof for the induction is 
not to be found in known data at present.”” The 
theory that ganglion-cell excitation and exhaustion 
are the primary cause of shock stands as a type of 
solidistic pathology. Virchow has characterized 
all solidistic theories in pathology (as contrasted 
with humoral theories) as metaphysical and 
speculative; and in this statement by Virchow 
resides the crux of the problem. Crile may en- 
counter no difficulty in showing that the condition 
of shock has a definite morphological representa- 
tion in the ganglion cells of the cerebellum, but he 
frequently approaches dangerously near the bor- 
der line of speculative metaphysical reasoning 
in his attempts to prove that these same mor- 
phological changes are the prime cause of shock. 

And thus the problem stands—still unsolved. 
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Coburn, R. C.: The Importance and Prevention 
of Respiratory Obstruction During General 
Anesthesia in the Inhalation Methods. Am. 


J. Surg., 1913, xxvii, 361. 
By Surg., Gynec. & Obst. 


The author’s aim is to draw attention to the prev- 
alence and importance of obstruction in the upper 
respiratory tract in anesthesia by the inhalation 
methods. The lower part of this tract is a reservoir 
of ample size to accommodate ordinary varia- 
tions in demands for pulmonary ventilation; while 
the upper part is chiefly for conduction and only of 
sufficient size for the passage of necessary air cur- 
rents. Therefore the serious embarrassment to 
respiration by even the slightest encroachment upon 
these upper passages by any obstruction, as growths 
or deformities, swelling from venous congestion, 
excessive mucus, the tongue falling over the larynx, 
etc. Nitrous oxide doubles the pulmonary ventila- 
tion and reduces the caliber of the conducting 
passages, which, continuing, makes a vicious circle, 
more air being demanded and less admitted. A 
high Trendelenburg position is an added hindrance 
and a serious load to a heart and other circulatory 
organs already overworked. Restriction of respira- 
tion may be gauged by the amount of oxygen used, 
for diminished ventilation means more oxygen. 
Under ether, similar difficulties are met, but here the 
method by insufflation substantiates its claim of 
lessened shock and easier breathing. All methods 
of vaporizing the ether remote from the patient and 
conducting it to a terminal anywhere in the res- 
piratory tract should be called, as certain writers 
have claimed, insufflation, which is prominently 
distinguished from inhalation by less irritation and 
congestion in the upper air passages, hence, less 
respiratory restriction, a quieter respiration, less 
shock, and less vomiting. This indicates clearly 
that inhalation methods are characterized by more 
or less respiratory restriction, which increases res- 
piratory effort and devitalizes the patient. The 
distinctive benefits of insufflation, less obstruction, 
even administration, and warm vapor, should be 
attained in a proper administration by inhalation. 
To this end curved tubes have been devised, one of 
metal by Connell and one of rubber by the author; 
the only objection ever made to them has been the 
possible entrance of liquid ether into the pharynx 
when used with the open mask, but this can be 
avoided. In conclusion, the anesthetist’s success 
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depends upon observation of details, and an im- 
portant detail neglected daily in many operating 
rooms is this prevention of obstruction in the upper 
air passages. Frank W. PINNEO. 


Jackson, C.: Technique of Insertion of Intra- 
tracheal Insufflation Tubes. Surg., Gynec. & 
Obst., 1913, xvii, 507. By Surg., Gynec. & Obst. 

From the viewpoint of a laryngologist, the author 
describes the technique of the exposure of the larynx 
with the direct laryngoscope, giving illustrations 
of the various steps in the procedure. He sums up 
the most important points to be observed as follows: 

1. The patient should be fully under the anes- 
thetic by the open method so as to get full relaxation 
of the muscles of the neck. 

2. The patient’s head must be in full extension, 
with the vertex firmly pushed down toward the 
feet of the patient, so as to throw the neck upward 
and bring the occiput down as close as possible 
beneath the cervical vertebre. 

3. No gag should be used, because the patient 
should be sufficiently anesthetized not to need it, 
and also because wide gagging defeats the exposure 
of the larynx by jamming down the mandible. 

4. The epiglottis must be identified before it is 
passed. 

5. The speculum must pass sufficiently far below 
the tip of the epiglottis to prevent the latter from 
slipping. 

6. Too deep insertion must be avoided, as in that 
case the speculum goes posterior to the cricoid, and 
the cricoid is lifted, exposing the mouth of the 
cesophagus; which is bewildering until sufficient 
education of the eye enables the operator to recognize 
the landmarks. 


Babcock, W. W.: Spinal Anesthesia in Gyne- 
cology, Obstetrics, and Abdominal Surgery. 

J. Am. M. Ass., 1913, lxi, 1358. 
By Surg., Gynec. & Obs: 
Babcock discusses the history, the physiological 
action, his personal experience in 3,053 cases, and 
the technique of administration, of spinal anesthesia. 
The substance chiefly employed was stovaine; al- 
though cocaine, alypin, and eucaine lactate were 
also used in a small number of cases; tropocaine and 
novocaine were each used several hundred times. 
Under spinal anesthesia, the abdominal walls 
are relaxed, abdominal breathing is largely abolished, 
the anal sphincters relax, and the gaseous and liquid 








































contents of the large intestines escape; the intestinal 
tube contracts and shows active peristalsis. The ileus 
is usually promptly relieved by the injection except 
in certain forms of mechanical obstruction. The 
stomach, in some degree, shares in the peristaltic 
stimulation and nausea is often noticed. Urinary 
secretion is distinctly diminished as a result of 
lowered blood pressure. A fall in blood pressure and 
a slowing of the pulse occurs, decreasing gradually 
to zero at the wrists, the higher the dorsal nerve-roots 
become involved. The hypotension favors cardiac 
arrest in certain forms of myocardial disease, as 
well as in thoracotomy and other operations causing 
sudden changes in intrathoracic pressure. 

In aneurisms, threatened decompensation, in 
valvular diseases, in the excessive tension of eclamp- 
sia, in labor, nephritis, and advanced arteriosclerosis, 
the vaso-relaxation of spinal anesthesia may be 
protective. Therefore spinal anesthesia should be 
used with care or avoided in conditions of marked 
hypotension, while it is indicated in forms of hyper- 
tension. Spinal anesthesia should not be used in 
severe shock, although it prevents to a remarkable 
degree the production of shock by operative proced- 
ure carried out under its influence. The best anti- 
dote for the fall in blood pressure is the intravenous 
injection of a physiological salt solution, containing 
from two to ten drops of epinephrin to every six 
ounces of salt solution, the flow being interrupted as 
soon as the pulse returns to the wrist. 

The respiratory movements diminish according 
to the degree of paralysis of the respiratory muscles. 
If artificial respiration is necessary, it can con- 
veniently be carried out by rhythmical compression 
of the thorax or by forced artificial respiration. 
Uterine contractions continue under the anesthetic, 
but being without the aid of the voluntary expulsive 
forces they are as a rule inefficient. 

Spinal anesthesia is of chief value when its 
application is based on its peculiar physiological 
action and when it is used in conditions that render 
the use of other anesthetics dangerous. Babcock 
has used the anesthetic in 128 cases of operations on 
the stomach, in 173 cases of operations on the liver, 
gall-bladder, and ducts, and in 321 cases of operations 
for acute pancreatitis, on the spleen, omentum, and 
mesentery. In about 80 per cent of these operations 
on the upper abdomen, narcotics have been used in 
addition to the spinal anesthesia, and in about 10 
per cent, the action of the spinal anesthesia has been 
supplanted by the use of ether. It is more difficult 
to produce spinal anesthesia in the upper abdominal 
segments. 

Spinal anesthesia has been used in 829 operations 
on the appendix, 129 on the intestines, 502 herniot- 
omies and operations on the abdominal wall, in 307 
abdominal operations on pelvic organs, and 254 
vaginal operations involving the peritoneal cavity. 
It has its chief value in operations involving the 
segments of the lower abdomen and pelvis. Bab- 
cock obtained a mortality in operations on the 
ippendix of 1.8 per cent in a series of 220 consecutive 
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and unselected operations, irrespective of the degree 
or duration of any associated peritonitis. He has 
had little trouble from post-operative tympany and 
recalls no instance where operation was required for 
post-operative ileus. Spinal anesthesia was used 
in 107 operations on the kidney and in 54 on the 
bladder. It has a special value in such operations. 
It also gives very satisfactory relaxation of the 
perineal muscles and was used in 543 plastic opera- 
tions and in procedures involving the rectum and 
genitalia. A summary of 303 obstetric operations is 
given, 173 of the cases being reported by Apple- 
gate and 109 cases by Steel, in none of which 
were diminution of uterine contraction, post-partum 
hemorrhage, or other ill effects observed. Spinal 
anesthesia has the advantage in obstetric practice of 
producing no ill effects on children. In conclusion, 
a description of technique is given. 
HENRY SCHMITZ. 


Gellhorn, G.: Local and Spinal Anesthesia in 
Gynecology and Obstetrics. J. Am. M. Ass., 
1913, Ixi, 1354. By Surg., Gynec. & Obst. 

Preparation for any anesthesia should begin at 

least a day prior to the operation. Nervous patients 
should receive bromides, valerian, or other sedatives 
as soon as they enter the hospital. Veronal should 
be given on the evening preceding the operation, 
morphine-atropine, or morphine-scopolamine should 
be administered hypodermically half an hour before 
beginning the operation. Before the patient enters 
the operating room, his eyes are covered by a mask, 
and his ears filled with cotton saturated with olive 
oil. For the local infiltration anesthesia, a 1.25 
per cent solution of novocaine-suprarenin is used. 
It is possible to perform a number of minor gyne- 
cological operations without danger and discomfort 
to the patient, such as dilatation of the cervix, 
curettage, trachelorrhaphy, amputation of the 
cervix, discission of the os uteri, excochleation of 
cancer, and repair of a vesicovaginal fistula. Local 
anesthesia also is used in incomplete abortions, to 
empty the uterine cavity, and in induction of labor, 
by means of bags. 

For the spinal anesthesia, Gellhorn uses 2 ccm. of 

a 10 per cent novocaine solution which contains 5 

drops of a 1:1000 solution of suprarenin. The fluid 

is introduced in the space between the third and 

fourth lumbar vertebra. The analgesia lasts, as a 

rule, from one to one and a half hours. Gellhorn 

used spinal anesthesia in 63 operations, among 
which were 37 laparotomies and 14 vaginal opera- 
tions. In 2 cases, spinal anesthesia was attempt- 
ed but not carried out. The age of the patients 
ranged from 17 to 64 years. Of these 63 operations, 
analgesia was insufficient in one case of a complete 
tear with exophthalmia. In 3 other cases it was 
imperfect. In 6 of the remaining 47 cases a few 
whiffs of ether had to be given, the patients being 
either too nervous or the time of operation too 
extended. In 41 cases there was a complete ab- 
sence of pain. 
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One of the complications arising during analgesia 
is collapse, which is usually overcome by strychnine 
and inhalations of oxygen. Vomiting takes place in 
a large number of cases, but it is, in most cases, tran- 
sient. All post-operative phenomena occur in miti- 
gated forms and the resisting power of the organism 
is not reduced. Backache, lasting one or two days, 
was noted in five of the cases. 

Gellhorn employs spinal anesthesia in all cases in 
which cardiac or pulmonary lesions contra-indicate 
inhalation narcosis; also in patients whose general 
condition is so weakened either by sickness or age 
as to render any operation more or less hazardous, 
and in complicated conditions in which a severe and 
tedious operation can be foreseen. The list of con- 
tra-indications includes fever of unknown origin, 
sepsis, lesions of the central nervous system, 
syphilis, pressure points along the spinous processes, 
arteriosclerosis, hysteria, great nervousness, and 
prejudice against the method. 

Spinal anesthesia presents many undeniable 
advantages over inhalation narcosis and seems to 
offer an element of safety which would add greatly 
to the achievements of modern surgery, particularly 
in the field of gynecology. HENRY SCHMITZ. 


Molinari: Cause of Paralysis During Anzsthesia 
(Beitrag zur Atiologie der Narkosenlihmungen). 
Berlin: Mittler & Sohn, 1913. 

By Zentralbl. f, d. ges. Chir. u. i. Grenzgeb. 


According to Molinari, paralyses occurring during 
anesthesia are mechanical. There are only a few 
cases known where the cause was hysteria or a hemi- 
plegia arising during anesthesia. Anesthesia can 
only play a contributory part by eliminating the 
resistance of the completely flaccid muscles, and by 
abolishing consciousness, thus preventing the 
patient from moving his limbs from the forced posi- 
tions in which they are placed. The French theory 
that acute chloroform intoxication is responsible for 
these paralyses is not tenable, as they appear with 
all kinds of anesthetics. Women seem more pre- 
disposed to paralyses than men. The paralyses 
generally occur in the upper extremities, and may 
affect the plexus as well as individual nerves, cases 
of the former being more frequent. The arm, being 
drawn backward and upward to an extreme degree, 
the plexus is pinched between the acromial third of 
the clavicle and the first rib. There is also pulling 
and overtension of the plexus in various positions 
of the arms. The radial is the most frequently 
affected of individual nerves. Outer mechanical 
pressure, for instance by leg holders, is also responsi- 
ble for the isolated paralyses in the lower extremities. 

The prognosis is favorable and almost all cases 
recover if promptly recognized and treated. The 
treatment consists chiefly in faradization, active and 
passive motion, and massage. The author describes 
six cases which he has observed, three of which had 
paralysis of the upper trunk and three of the whole 
plexus. In the first three cases the arm had been 
In two cases 


drawn extremely back and upward. 
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there was cessation of the radial pulse for a greater 
or less time, the patient having good respiration 
and a good appearance. 

The author dissected a brachial plexus on the 
cadaver and determined the following points: The 
arm of an individual lying on his back can be raised 
forward as high as the shoulder and higher without 
the plexus being put on tension. But if the arm is 
drawn backward it causes a marked tension of the 
plexus over the head of the humerus, which is per- 
ceptible as far as the exit of the nerves from the 
intervertebral foramina. This tension becomes 
extreme when the upper arm is rotated inward and 
the head drawn toward the opposite side. If the 
arm is now raised from the shoulder to a vertical 
position, the tension becomes greater the nearer 
the vertical position is approached. In the living 
patient, the pulse, which has been suppressed, again 
appears, but soon the plexus is pinched between the 
clavicle and first rib. So there are two separate in- 
juries to the plexus to be distinguished — the tension 
over the head of the humerus, and the pinching be- 
tween the clavicle and rib. Prophylaxis naturally 
consists in the avoidance of injurious positions of the 
arm. COoL__ey. 


McGrath, B. F.: A Discussion of Various Anzs- 
thetics and Methods; Experimental Observa- 
tions. J. Am. M. Ass., 1913, lxi, 1516. 

By Surg., Gynec. & Obst. 


The paper contains, first, a brief discussion of the 
present status of the question of anesthetics; second, 
data from the Mayo Clinic; and, last, some prelimi- 
nary observations on an experimental work which 
is to be continued at length. Reference is made to 
the various new anesthetics, combinations, methods, 
and routes of administration. The qualities of the 
expert anesthetist assuring safety and avoiding 
unnecessary disturbances, both immediate and 
remote, are discussed; and the injustice to patients 
from anesthetics in the hands of the inexperienced is 
emphasized. Because of an unskillfully adminis- 
tered anesthetic, the operative result may not be 
adequate for the pathological condition which the 
patient presents. Contributing to this is the fre- 
quently admitted mental disturbance of the sur- 

eon. 
’ The statistical history of anesthesia is briefly 
referred to, and the divergent results attributed to 
lack of parallelism of the essential factors concerned 
in comparing anesthetics and methods. The value 
of some of the more recently applied procedures for 
administering anesthetics, particularly in case oj 
operations about the head, neck, and within the 
thorax, is appreciated. In discussing data from the 
Mayo Clinic, statistics of the number of anesthesias, 
the various anesthetics and methods employed, and 
observations on the results since the year 1900 are 
presented. The practice of the clinic in the pre- 
liminary administration of drugs, together with 
opinions as to their respective values is given. The 
object aimed at is to guard against impurities in the 














anesthetic, to induce anesthesia with the least 
possible mental and physical disturbance to the 
patient, and to employ the smallest amount of 
anesthetic consonant with an even surgical anes- 
thesia. 

Ether by the drop method, in the hands of skilled 
anesthetists, indicates the position of the Mayo 
Clinic on the question of general anesthesia. The 
present tendency of the clinic is toward amplifying 
the employment of local anesthetics. Kymographic 
tracings of experiments are presented, largely for the 
purpose of indicating the plan of the recently under- 
taken work. The effect on the heart and the respira- 
tion of different anesthetics, variously administered, 
is depicted. Anesthetics were employed intrave- 
nously in 109 experiments on dogs. The method 
requires considerable experience and care, and 
viewed in the present light seems to be limitedly 
indicated. Air embolism was studied in conjunction 
with intravenous anesthesia. As has been shown by 
others, large amounts of air (100 ccm.) intravenously 
injected in fractional doses (within 10 to 20 seconds) 
are well borne by the animal. Doses of 50 or 60 ccm. 
injected at once frequently proved fatal. Kymo- 
graphic records were made throughout the work, and, 
though presenting nothing new or original, are 
interesting to review. 
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Turck, R. C.: Harelip; with Illustrative Cases. 
Surg., Gynec. & Obst., 1913, Xvii, 500. 
By Surg., Gynec. & Obst. 

Turck has modified the Maas-von Langenbeck 
operation for double complicated harelip by utilizing, 
when possible, the semicircular incisions of Mal- 
gaigne in the upper angles of the defect to restore the 
nostrils and to provide accurate approximation of the 
lip segments, and the Mirault flap is added to pre- 
vent notching in the vermillion border. 

Since a majority of complicated cases presented 
for operation are marasmic or are in varying stages 
of malnutrition and anemia, the author reverses the 
usual procedure, in that the lip is repaired first, that 
the child may be provided with some power of nurs- 
ing and thus gain strength enough to withstand 
the more severe and dangerous palatal repair. 

In severe cases, Turck advocates the replacement 
of the premaxilla at the end of three to six weeks and 
the repairing of the lip two or three weeks later. 
Narrow palatal clefts are then operated by the 
Brophy method in the third month; extensive de- 
fects requiring flap transference are delayed until 
the end of the second year. 

A case of double complicated harelip is reported 
in which salivary ducts, probably from the sub- 
maxillary salivary glands, opened through the 
vermillion border of the lower lip. After the repair 
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Finsterer, H.: Importance of the Anesthetic in 
the Post-Operative Course in Laparotomy 
(Uber die Bedeutung der Anisthesie fur den Verlauf 
der Laparotomie). Waien. klin. Wchnschr., 1913, xxvi, 
1560. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author discusses the advantages of local 
anesthesia in the course of laparotomies after opera- 
tion. He brings forward some very important points 
which support his plea for a more extensive use of 
local anesthesia even in laparotomies. The most 
important thing is the avoidance of surgical shock, 
which may lead to death if the anesthesia is very 
long. The good results of stomach resection under 
local anesthesia are well known. The lowering of the 
blood pressure in peritonitis and occlusion of the 
intestine are furthered by the use of chloroform or 
large quantities of ether, thus giving rise to great 
danger for the patient. Local anesthesia offers a 
protection against these contingencies and the 
chances of an uneventful recovery are markedly 
increased by its use. In such cases, the author opens 
the abdominal wall under local anesthesia and then 
gives, if necessary, small quantities of ether, which 
acts as an excitant. The post-operative course is 
very much simplified by local anesthesia. Com- 
plications, such as pneumonia and dilatation of the 
stomach, do not, as a rule, occur. HIRSCHEL. 


HEAD AND NECK 


of the premaxilla and upper lip had been completed 
the ectropion of the lower lip was corrected and the 
salivary ducts were transplanted into the oral 
mucosa at the angles of the mouth. The ducts 
functionated perfectly in their new position. 


Ulrich, J.: The Treatment of Harelip and Cleft 
Palate; Experience with 160 Cases (Uber die 
Behandlung des Labium leporinum und Palatum 
fissum. Erfahrungen aus ca. 160 Fiillen). Kong. 
Verhandl. d. Nord. chir. Foren., Kopenh., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


A cleft of the alveolar process should be operated 
on as soon after birth as possible, according to the 
methods of Duplay or Bardeleben, and if the latter 
operation is chosen, it is better to resect too much 
than too little. The operation for harelip is 
best done about the fourth or fifth month. If it is 
unilateral the methods of Mirault, Malgaigne, or 
Nélaton should be preferred; if double, those of 
Hagedorn or K6nig. The principal feature is to 
free the soft parts well from the superior maxilla 
toward the sides and from the ale nasi so that the 
nostrils may be kept round. Incomplete harelip is 
best made complete at the time of operation. In 
most cases after one or two years minor secondary 
operations are required to correct irregularities in 
the prolabium and ale nasi. In the most pro- 
nounced cases of cleft palate, in which operation so 
shortens the palate and puts it on such tension that 
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speech is not improved, the author recommends 
treatment by prothesis. In the milder cases Von 
Langenbeck’s operation is usually done, and with 
vocal training the results are uniformly good. In 
many cases normal speech follows the operation. 
In this operation Geffer’s speculum, and Trelat’s 
needles can be used to advantage. The muscles of 
the soft palate can be separated at their insertion 
into the hard palate and the nasal mucous mem- 
brane removed according to Berry by means of 
curved scissors. 

In the 71 cases of cleft palate operated by Langen- 
beck’s method, 33 resulted in primary union, 30 
were operated upon a second time with good results, 
and 7 had partial union. One child died of broncho- 
pneumonia. In 2 cases Lane’s operation was used 
and followed by primary union, but after one to two 
years the palate had atrophied and the cleft had 
become larger. The results were so unsatisfactory 
that the author has abandoned that method. In 
14 cases Brophy’s method was applied on the same 
principle as the application of a clamp to hold 
both parts of the superior maxilla in place. In 4 
of these cases death resulted from sepsis, and as the 
union of the soft parts took place with extraordinary 
difficulty, even in infants, the author has also given 
up this method of operation. AGGE Kock. 


Beckman, E. H.: The Surgical Treatment of 
Cancer of the Lower Lip; with Report of 199 
Cases. J. Okla. St. M. Ass., 1913, vi, 185. 

By Surg., Gynec. & Obst. 

Cancer of the lower lip is ideally situated for 
an early diagnosis. All cancers during the early 
stages of the disease are localized to small areas and, 
while thus localized, can almost always be cured. 
Microscopic examination of tissues by a competent 
pathologist gives the only absolute proof of a 
correct diagnosis. The principle underlying the 
cure of cancer of the lower lip is the same as that 
involving the cure of cancer in any other part of the 
body, i.e., primary growths together with the glands 
into which the area of the growth drains must be 
thoroughly removed. 

It is advisable in every case to remove the lym- 
phatics on each side at the primary operation. This 
should include the submaxillary salivary glands 
also, since it is impossible to completely remove the 
lymph nodes and leave the submaxillary salivary 
glands. After removing the glands from one side 
they should be examined microscopically and, if 
involved, the dissection should be carried down that 
side, making a block dissection. Both the anterior 
and posterior deep jugular lymphatics should be 
removed. 

The percentage of cures following primary radical 
operation for cancer of the lower lip in the Mayo 
Clinic is 83.8. Of these cases which were 
traced: 2 were operated on one year ago, 25 between 
1 and 2 years, 17 between 2 and 3 years, 20 between 
3 and 4 years, 15 between 4 and 5 years, and 4 more 
than 5 years. In 18 cases, glandular involvement 
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was demonstrated by microscopic examination at 
the time of operation. 
The results of the cases treated are shown by the 
following table: 
CANCER OF THE LOWER LIP 





Group 


operated 


No. 





I. Clinical diagnosis only... . 





IL. Primary radical operation 
Glands involved 





IIL. Late radical operation. . 

Glands involved 

IV. Glands removed one side 
or incomplete 
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V. Local excision only é 15 z 





























Loos, O.: The Topography of Injections into the 
Inferior Alveolar Nerve (Zur Topographie der 
Injektion auf den Nervus alveolaris inferior). Deutsche 
Monatschr. f. Zahnh., 1913, xxxi, 557. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Loos made injections of fluid gelatine colored with 

methylene-blue into the inferior alveolar nerve of 
cadavers, according to various methods, and found 
that the walls of the area infiltrated, the pterygo- 
mandibular spaces are formed toward the midline 
by the fascia which covers the internal pterygoid 
muscle, laterally by the periosteum of the mandibu- 
lar sulcus of the ascending ramus, and above by the 
lower border of the belly of the external pterygoid. 
The inner wall goes sharply toward the tongue and 
contains the nerve, which comes out below the inner 
border of the external pterygoid muscle and from 
there extends obliquely outward and downward 
to the mandibular foramen. In the outer wall are 
the vessels. The inferior alveolar artery branches 
off not quite 1 cm. below the incisura semilunaris 
from the internal maxillary artery, which runs 
almost parallel to the border of it, and keeps close 
to the bone until it reaches the foramen. Conse- 
quently the artery and the nerve lie at a sharp angle 
to each other in a more frontal plane, and if we liken 
the pterygomandibular space to a pyramid the apex 
of which is on the foramen, the artery forms the 
posterior lateral side, the nerve the inner anterior 
side, and the internal maxillary lies in the base of the 
triangle. To avoid an aberration into the muscula- 
ture in making an injection, or striking the vessels, 
it is advisable to feel along the bone. In this way 
an injection into the internus can certainly be 
avoided. The puncture of a vessel, however, can be 
avoided only when the injection is made a short 
distance from the bone. HERDA. 


NECK 


Miller, G. P.: The Treatment of Tuberculous 
Cervical Lymphadenitis. Ann. Surg., Phila., 
1913, lviii, 433. By Surg., Gynec. & Obst. 

A comprehensive study of the literature of the 
last ten years, as well as an analysis of 103 cases of 
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tuberculous lymphadenitis, studied in association 
with Frazier, are the basis of the author’s present 
conclusions. The cervical nodes were affected in 
96 cases, the inguinal in 3, the axillary in 3, and both 
cervical and axillary in one, the age of the patients 
ranging from 11 months to 4o years. 

While dwelling upon the etiology in these cases, 
he concludes that tuberculous lymphadenitis repre- 
sents the local deposits and proliferation of the tuber- 
cle bacillus from some lymph vessel draining a par- 
ticular point of entry, i.e., the faucial tonsil, the 
pharyngeal tonsils or adenoids, a diseased middle 
ear, carious teeth, lesions of the buccal and nasal 
mucous membranes; also from cracks and fissures 
and diseased skin. The consumption of tuberculous 
butter or milk; the childish habit of sucking fingers, 
pencils, or other objects picked up from the floor; 
the consumption of food on which flies have de- 
posited bacilli; and, especially, hereditary tendencies 
as well as the occupation of a dwelling formerly 
occupied by a tuberculous person, are all conducive 
to the spread of the disease. 

While the author does not wish it understood that 
he is opposed to the use of hygiene, tuberculin, or 
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Cadenat, F. M.: Treatment of External Luxa- 
tions of the Clavicle (Traitement des luxations 
externes de la clavicule). J. de chir., 1913, xi, 16. 

By Surg., Gynec. & Obst. 


Cadenat undertakes to explain the pathology and 
a rational mode of treatment of external dislocations 


of the clavicle. If the dislocation is incomplete, it 
requires no further treatment than that usually 
prescribed —a sling. It is the complete dislocation 
which is very difficult to handle satisfactorily, as no 
bloodless method has as yet been devised to hold the 
dislocated clavicle in place. 

From numerous experiments on the cadaver and 
at biopsies it has been shown that complete luxation 
of the clavicle above the acromion can take place 
only when the trapezoid and conoid as well as the 
acromioclavicular ligaments are ruptured. 

The first operative attempts at permanent reduc- 
tion of this dislocation of the clavicle above the 
acromion aimed at acromioclavicular fixation. This 
fixation can be complete only after ankylosis of the 
joint is obtained, and in an exhaustive chapter de- 
voted to the physiology of this joint the author shows 
that such ankylosis must seriously interfere with the 
function of the shoulder joint; therefore the only 
operative procedures justifiable are those aiming at 
reconstruction of the coracoclavicular ligaments. 
Three methods have been proposed: (a) Direct 
suture, (b) syndesmopexy, (c) ligamentoplasty. 

The direct suture of the ruptured trapezoid and 
conoid ligaments is so difficult in fresh cases, and so 
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the X-ray, he is enthusiastically in favor of radical 
surgery in these cases, basing his views upon the 
extremely low mortality. He quotes a record from 
the Mayo Clinic where 649 patients have been 
operated upon without any operative mortality, 
as well as the older records of Jordan, Wohlgemuth, 
and Blos, whose results are identical with those of 
Mayo. 

In his operative technique, Miiller is careful 
to sew the platysma and fascia with plain catgut, 
using worm gut, horsehair or the subcuticular 
stitch for the skin, while small pieces of rubber 
tissue are used for drainage. He pays particular 
attention to the hygiene of throat wounds. He is 
painstaking in the matter of nerve isolation and 
preservation. He advises care lest the caseous con- 
tents of the nodes be “‘spilled,’’ and concludes with 
the suggestion that perfect haemostasis be secured. 

The author considers the importance of after- 
treatment and says: ‘While an operation may re- 
move with one stroke all the infected tissue, yet the 
patient’s resistance to tubercle infection is low and 
his surroundings are still with him.” 

Matruew W. PICKARD. 
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nearly impossible in old cases, which are those 
usually seen in surgical clinics, that it is rarely 
feasible. 

Syndesmopexy, by means of silver wire passed in 
a figure eight around the coracoid process and 
through the clavicle (as practiced by Delbert), is 
efficacious as long as the wire holds. But the wire 
invariably breaks and sooner or later the dislocation 
recurs. This method, however, is excellent for the 
treatment of fractures of the external end of the 
clavicle, because union takes place before the wire 
gives way. 

By the use of living tissue in place of wire, the 
author arrives at the method of repair he advocates, 
namely, ligamentoplasty. After experimenting with 
all the available structures in this region, the power- 
ful arch of the acromiocoracoid ligament alone 
satisfied all conditions. Its removal from normal 
attachments weakens the shoulder against upward 
dislocations, but these are so rare as to be negligible. 
The posterior bundle of fibers of this ligament is 
situated near the angle of the coracoid, its insertions 
bordering on those of the trapezoid ligament. Its 
position, therefore, is ideal for the following ligamen- 
toplasty. 

A skin incision 8 cm. long is made in the direc- 
tion of the fibers of the deltoid muscle directly be- 
tween the acromial and coracoid processes. This 
incision is carried through the fibers of the deltoid 
down to the arch of the acromiocoracoid ligament. 
The vessels which cross the field are cut between two 
ligatures. Next the deltoid is retracted outward, 
the strong posterior band of the acromiocoracoid 
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ligament is identified, and cut far out in order to 
obtain as much length as possible. A suture is passed 
through the end of the cut and freed ligament 
and passed behind, and brought well up above the 
clavicle between the fibers of the trapezius muscle 
(hyperextension of the head and an exaggeration 
of the dislocation by bringing the arm forward and 
inward considerably facilitate this manceuver). 
The next step is to re-establish the acromioclavicular 
joint by suturing the torn superficial acromioclavic- 
ular ligament. If this is deficient, portions of the 
deltoid or trapezius may be utilized. If the reduc- 
tion is maintained with difficulty, the syndesmopexy 
after Delbert is advised. Now the loosened bundle 
of fibers of the acromiocoracoid ligament is attached 
to the conoid ligament and the clavicle, and the 
operation is completed by a skin suture. 

In considering the indications for these different 
procedures, the author reiterates that subluxations 
require only a sling and early massage. Complete 
luxations in women who desire good cosmetic re- 
sults should be treated by the acromioclavicular 
fixation. But wherever perfect functional result 
of the shoulder is desired, ligamentoplasty is the 
best method for strength and free mobility. The 
time of operation in uncomplicated cases is pref- 
erably as soon after the injury as possible. After- 
wards the shoulder is immobilized as completely as 
possible until the sutures are removed on the eighth 
to tenth day. E.us FIscHet. 


Betke: Tuberculosis of the Tracheo-bronchial 
Lymph Glands, and Its Surgical Treatment 
(Tracheo-Bronchialdriisentuberkulose und ihre chir- 
urgische Behandlung). Beitr. z. klin. Chir., 1913, 
Ixxxv, 521. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author reports a case in which he successfully 
removed enlarged tubercular lymph glands at the 
bifurcation of the trachea to relieve dangerous 
embarrassment of the respiration. The article 
discusses fully the clinical picture and the surgical 
treatment of the condition. 

The case history is that of an unmarried woman, 
29 years old, with a family history of tuberculosis. 
She had suffered for a considerable period from 
tuberculosis of both apices. As the disease pro- 
gressed increasing dyspnoea developed, which was 
so bad at times that mediastinal tumor was suspect- 
ed. The X-ray showed markedly enlarged lymph 
glands at the exit of the right bronchus from the 
trachea. The removal of these was indicated to 
relieve the symptoms of suffocation. This was 
accomplished by entering the anterior mediastinum 
by Sauerbruch’s and Schumacher’s method without 
opening the pleura. The cavity was tamponed. 


The patient stood the operation well, and when she 
was discharged on the 24th day after operation, 
breathing was normal, cyanosis and venous stasis 
had disappeared, and swallowing caused no discom- 
fort. X-ray showed no shadow at the junction of the 
branchus with the trachea. 


The caliber of the 
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bronchus was normal. Nine months after operation 
the patient was still well. 

This case, operated upon by Rehn, was the first of 
its kind. It opens a new field of operative surgery. 
The complicated topographical relations are illus- 
trated by three plates from the exhaustive work of 
Sukiennikow of the Waldeyer Institute. 

Special diagnostic methods for tuberculosis of 
bronchial lymph glands are described, including 
tracheo- and bronchoscopy, X-ray, and Neisser’s 
sound palpation, which is described as follows: An 
cesophageal sound with a rubber condom attached 
is passed 23-26 cm. behind the teeth. The condom 
is then inflated. If there is considerable enlarge- 
ment of the glands a stabbing pain as well as 
pressure pain is produced. This is generally located 
in the middle of the chest and more rarely in the 
back. The many dangerous complications of the 
disease and the various distressing symptoms 
demand active measures. Surgical intervention is 
imperative when pressure from glands produces 
suffocation or when it is possible to diagnose invasion 
of the air passages. It is justified when the glands 
produce severe symptoms as, irritative cough, 
dyspnoea, venous stasis, etc. It is to be considered 
when the enlarged glands are evidently the only 
virulent tubercular foci. TIEGEL. 


Burckhardt, H.: Infection of the Thoracic 
Cavity (Uber Infektion der Brusthdhle). Arch. f. 
klin. Chir., 1913, Ci, 904. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


With a very fine cannula Burckhardt injected air 
and a staphylococcus bouillon culture into the 
pleural cavity of rabbits. In control animals 
staphylococci were injected without a preceding 
pneumothorax. In only one of thirteen pneumo- 
thorax animals did an extensive pleural infection 
fail to develop. Of eight control animals only three 
showed noteworthy pleural infection. In agreement 
with N6tzel and Tiegel, Burckhardt concludes that 
both total and partial pneumothorax predispose in 
the highest degree to infection of the thoracic 
cavity. Burckhardt does not agree with Kracht 
that the effusion resulting from the pneumothorax 
gives the conditions necessary for the development of 
the bacteria. An effusion may not occur in the first 
five to six days. He believes that the normal respi- 
ratory movements rapidly spread the bacteria over 
large areas and so enable the animal to combat the 
infection. On the other hand, in pneumothorax the 
bacteria lie quiet and are able to multiply. The 
inflamed pleura absorbs more slowly than the 
normal pleura. Thus a vicious circle results: 
pneumothorax favoring infection, inflammation of 
the pleura favoring the continuation of the pneumo- 
thorax. If exudation takes place after the lung has 
expanded, adhesions and sacculated empyemas form. 
If the exudation is abundant, large empyemas form. 
Circumscribed empyemas are also the result o/ 
partial pneumothorax. Partial pneumothorax re- 
mains after thoracotomy (at least in rabbits), even 

















with expansion of the lung by differential pressure. 
The author does not consider as convincing the 
experiments of Tiegel, who obtained pleural infec- 
tions in rabbits both in residual pneumothorax, as 
well as in pneumothorax overcome by positive 
pressure, and explains this result as a consequence 
of injury to the pleural endothelium. According 
to his own experience, a partial pneumothorax 
always remains. Burckhardt does not believe that 
the injury to the endothelium is responsible, but 
rather injury to the underlying tense connective- 
tissue membrane. If this is damaged, the bacteria 
take hold in the loose connective tissue and multiply 
rapidly. SCHUMACHER. 


MISCELLANEOUS 


Le Wald, L. T., and Senior, H. D.: Telerént- 
genogram of the Anterior Thoracic Wall, with 
the Heart in Situ. Tr. Am. Réntg. Ray Soc., 
Boston, 1913, Oct. By Surg., Gynec. & Obst. 


A teleréntgenogram and explanatory outline- 
drawing reproduced represent the heart and its 
valvular orifices in their relation to the anterior 
thoracic wall. Although the data obtained from a 
single case cannot be applied universally, the method 
gives such unequivocal results that it promises to be 
of value as a means of study. 

The subject was a woman who died at the age of 
40 of acute pneumonia (without effusion) of the 
right upper and middle lobes. There was a single 
small healed tubercle in the left apex, but otherwise 
the organs were normal. 

The body was injected through the arteries with 
equal parts of commercial formalin and water. 
The injection was begun with the body in the hor- 
izontal position and finished with it in the vertical 
position. The body had been stored in the horizon- 
tal position for some months and was frozen. The 
frozen thorax was removed and then cut by means 
of a band saw accurately in the frontal plane so as to 
open both auricles from behind without interfering 
with the contour of the heart. In the intact 
anterior portion of the thorax the mitral and tri- 
cuspid valves were readily accessible. Wires were 
bent to fit accurately the groove corresponding to 
the attachment of the valves to the heart wall. 
These were then placed in position from the auricle 
and, in the case of the tricuspid valve, fixed by 
means of two sutures. The cusps of both the 
auriculo-ventricular valves were found to be in 
apposition. The interior of the aorta was reached 
through the anterior wall of the left auricle. The 
region of the pulmonary valve was made accessible 
by removing the remainder of the left lung and cut- 
ting the artery longitudinally from the left side. 
Wires were shaped to fit the aortic and pulmonary 
orifices and placed so that they were in contact with 
the deepest part of each of the semilunar valve 
cusps, which provided excellent guides in placing 
them. After the pulmonary ring was placed, the 
cut edges came into position spontaneously. 
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The first teleréntgenographs were taken with the 
material frozen, the remaining portions of the lungs 
and liver having been removed after freezing. The 
parts were so rigid, however, that after the first 
trials freezing was not repeated. It can be said 
safely that lack of rigidity is not a source of error. 
To minimize optical distortion, the tube was placed 
six feet from the object, which was horizontal, with 
the anterior surface in contact with the plate-holder. 
The light was accurately centered on a shot. This 
shot was embedded in the skin of the median line of 
the thorax at the middle of the longitudinal area 
occupied by the wires. 

Stereoscopical réntgenographs were taken in the 
usual way and the subject was also radiographed in 
various positions. 

The outline was traced from the negative, most 
of the doubtful points in which were elucidated by 
the stereoscope. The left limit of the superior vena 
cava and a small portion of the upper right margin 
of the heart where the latter is confused by the 
root of the lung, could not be determined with 
certainty. The outline of these regions was there- 
fore omitted, but subsequent removal of the heart 
testified to the approximate accuracy of the dotted 
lines by which these margins were indicated. Sev- 
eral parts identified in the stereoscopic picture, 
such, for instance, as the inferior vena cava, the 
anterior papillary muscles of the right and left 
ventricles, and one of the mitral cusps, were omitted 
for the sake of clearness. 


Wenckebach, K. F.: The Radiology of the Chest. 
Arch, Réntg. Ray, 1913, xviii, 160. 
By Surg., Gynec. & Obst. 

Wenckebach contends that in radiology of the 
chest the observer should be not only a good 
roéntgenologist but a good clinician as well, that he 
may be able to estimate the pathological process as 
a whole. He claims that Réntgen examination out- 
strips percussion, not only disclosing change of air 
content but its form and, by stereoscopy, its posi- 
tion. Stereoscopy is of the greatest value, allowing 
a precise estimate of the position of any structure 
shown, and dispersing any doubt of extrapulmonary 
lesions. The hilus pictures of healthy persons show 
marked individual differences and no far-reaching 
conclusions can be drawn. 

Emphysema of the outer parts of lungs, by 
exaggerated percussion note, often conceals deep 
changes which réntgenography easily discloses. In 
the discovery of small centrally placed infiltrations 
in pneumonia; in the scattered foci of bronchial 
pneumonia; in tuberculo-pneumonic processes (in 
areas of already impaired resonance); tubercular 
cavities; encapsulated pleural exudates; pleuritic 
adhesions and metastatic tumors, information is 
often gained which cannot be otherwise acquired. 
The theory of pneumothorax has undergone a com- 
plete change under the influence of réntgenology; 
its frequency and general behavior were first deter- 
mined by this method, which has also made possible 
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the control of artificial pneumothorax in its thera- 
peutic use. 

Stereoscopy can render invaluable services in the 
recognition of normal and pathological conditions in 
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the thorax; it offers extended opportunities for 
further advances in the knowledge of these dis- 
eases and their ultimate control. 

Davip R. Bowen. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Bainbridge, W. S.: Technique of the Intra- 
Abdominal Administration of Oxygen. Am. 
J. Surg., 1913, Xxvii, 364. By Surg., Gynec. & Obst. 

In abdominal surgery and gynecology two meth- 
ods have been used heretofore. 

1. By continuous current described by Thiriar in 
1899, and used by Javaux, Ramond, and others. 
Quantities up to 600 liters in 36 hours have been 
used in this way. 

2. By injection into the abdominal cavity with 
immediate closure of the wound. 

Bainbridge has employed the latter method since 
1903 in more than 125 laparotomies. 

His deductions from animal experiments were: 

1. Oxygen is completely absorbed in the abdom- 
inal cavity. 

2. It is a slight respiratory stimulant. 

3. It is a slight cardiac stimulant. 

4. Has but little effect on blood pressure when 
gas pressure is moderate. 

5. Tends to revive animal quickly from deep 
anesthesia. 

6. Hastens recovery of animal after discontinu- 
ance of the anesthetic. 

7. A pressure of more than 250 ccm. of water 
causes collapse. 

8. Tends to prevent the formation of adhesions. 

9. Changes dark blood to scarlet in cases of 
anoxemia. 

10. Stimulates intestinal peristalsis. 

ir. It is not an irritant to the peritoneum or 
viscera. 

The purposes for which oxygen are administered 
intra-abdominally are: 

1. To lessen shock, nausea, and vomiting. 

2. To overcome negative intra-abdominal pres- 
sure after the removal of large tumors. 

3. To prevent the formation of adhesions. 

4. For its effect upon certain types of tubercular 
peritonitis. 

5. For its effect upon pus-producing organisms 
and their toxins. 

The gas employed by Bainbridge was: oxygen 
94-97 per cent, nitrogen 2.37-4.5 per cent, a trace 
of carbon dioxide, no chlorine, no nitrous oxide. 

It was used at a temperature of go-100° F. 
The gas is led through a wash-bottle containing hot 
water into the tubing of a rubber ice coil, submerged 
in a basin of hot water. To the long tube leading 
from this coil a sterile rubber tube is connected by a 
glass connecting tube. 





The sterile tube is introduced into the abdomen 
through the laparotomy wound. The peritoneum is 
closed up to the tube with a running stitch and one 
interrupted suture is placed in the peritoneum above 
and below the tube and tied. A peritoneal purse- 
string is placed about the tube and the ends left untied. 
The muscles are closed by whatever sutures are 
preferred, the aponeurosis by interrupted sutures, 
and a long suture placed in the aponeurosis half way 
around the tube, the ends of which are left untied. 
The remaining layers of the abdominal wall are closed 
about the tube. 

When the desired amount of gas has been intro- 
duced, the peritoneal purse-string is tied as the tube 
is withdrawn slowly. The aponeurotic suture is now 
tied. The knots of both lie buried. 

Intracellular emphysema, which sometimes occurs, 
is a discomfort to the patient. 

Experience continues to verify the earlier indica- 
tions. The amount is determined, in tumors and 
ascites, by measuring the girth of the abdomen 
before operation, and using enough oxygen to bring 
the girth after operation up to or just under the 
previous measurement. In shock and hemorrhage 
liver dullness is just obliterated, provided the liver 
is movable. DonaLp Gorpon. 


Fischer, M.: Acute Progressive Peritonitis; Re- 
view of 160 Operated Cases (Uber akute 
fortschreitende Peritonitis. Ein Riickblick auf 160 
operierte Fille). Beitr. z. klin. Chir., 1913, Ixxxv, 
696. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Fisher reports 160 cases of acute, diffuse, pro- 
gressive peritonitis, treated surgically. In 107 of 
these the appendix was the point of origin. There 
was a mortality in these of 12.9 per cent in early 
cases and 54.9 per cent in late cases, 48 hours being 
the time limit. The prognosis became worse as age 
advanced. Following perforated gastric ulcer there 
were 5 cases with 4 deaths. There were 2 cases of 
perforated duodenal ulcer with 2 deaths. All except 
one case were operated upon 24 hours or more after 
perforation. The perforation was sutured in all 
cases and drainage inserted. There was one case 
of jejunostomy. Of 2 cases following gunshot 
wound of the abdomen, one died. The operation was 
performed after 24 hours. Six operations followed 
gangrene of the gut due to strangulated hernias. 

All of these patients died, the hernias having been 
incarcerated 2 to 5 days. The remainder occurred in 
the following conditions and with results as indicat- 
ed: two perforated typhoid ulcers, with 2 deaths, 
operated upon ro and 24 hours after perforation; one 























stab wound operated after 12 hours, recovered; one 
stab wound operated after 6 hours, recovered; two 
of perforation of a strangulated loop of gut, one 
inflammatory the other a Meckel’s diverticulum, 
both died; one sloughing invagination of the ileum, 
recovered after resection; three post-partum, died; 
five pyosalpinx (4 unilateral) 3 died; three suppura- 
tive parametritic conditions, one died; four perfora- 
tions of distended gall-bladders, 3 died; one perfora- 
tion of paranephritic abscess, died; one diplococcic 
peritonitis, died. In cases of fluid exudate the 
abdomen was flushed with a salt solution. 

After closing a number of cases of perforated 
peritonitis without drainage and having to do a 
secondary operation for abscess formation, the 
author drained all such cases freely, especially 
through the Douglas pouch. In cases of serous dis- 
charge the drain was removed in 24 hours; in pus 
cases it was allowed to remain longer or replaced by 
a smaller one. During and after operation intra- 
venous injection of digalen was used with good 
results. In the after-treatment Fowler’s position, 
and in suitable cases, Kiister’s were used. In 
addition to subcutaneous injection of normal salt 
solution, continuous rectal infusions were given. 
In severe cases, and during operation, intravenous 
injections of suprarenin were employed. Artificial 
heat was always used. For paralytic conditions of 
the gut physostigmin was given subcutaneously. 
In 7 cases the bowel was relieved by one or more 
punctures. After the second day exercises were 
employed for aeration of the lungs — deep respira- 
tion, loud talking, inflation of an air pillow. The 
prognosis depends largely upon the type of disease. 

BLEZINGER. 


Weil, S.: Rare Forms of Hernia (Uber seltenere 
Hernien). Zischr. f. drztl. Fortbild., 1913, x. 417. 
By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Short descriptions are given of hernias in unusual 
locations (oval openings in the ensiform process of 
the sternum, internal supravesical hernia, inter- 
parietal hernia, lateral abdominal hernia, obturator 
hernia, Treitz’s hernia, and omental hernia), unusual 
contents of the hernial sac (bladder, sliding hernia of 
the colon, hernia of the intestinal wall, and true 
Littré’s hernia), and pathological changes in the 
hernial sac (carcinoma metastases, tuberculosis, 
adhesions), and of the hernial contents (torsion of 
the omentum and spermatic cord, volvulus in a 
large umbilical hernia, ileus and apparent incarcera- 
tion, peritonitis and appendicitis in the hernial sac, 
and incarceration of the appendix). In conclusion 
several cases of severe injury from attempts of 
taxis are reported. REINHARDT. 


Schley, W. S.: Rectus Transplantation for 
Deficiency of Internal Oblique Muscle in 
Certain Cases of Inguinal Hernia. Ann. Surg., 
Phila., 1913, lviii, 473. By Surg., Gynec. & Obst. 


Schley discusses the indications for and methods of 
rectus transplantation in the radical cure of inguinal 
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hernia. The operation is indicated in markedly 
deficient internal oblique muscle and weak trans- 
versalis fascia. It is contra-indicated in indirect 
inguinal hernia with a good internal oblique muscle, 
and often in direct hernias. Schley describes a meth- 
od of rectus transplantation that he has followed in 
twelve cases of indirect hernia with deficient internal 
oblique, and reports apparently perfect repair in 
all after periods, ranging from four months to two 
years since operation. Rosert H. Ivy. 


Hull, A. J.: Recurrence of Inguinal Hernia. Ann. 
Surg., Phila., 1913, lviii, 479. 
By Surg., Gynec. & Obst. 

Recurrence of inguinal hernia may take place in 
the following classes of cases: 

1. Failure to ligate or suture the sac sufficiently 
high up. 

2. Cases operated upon by ligature of neck of sac 
and suture of conjoined tendon over cord to Pou- 
part’s ligament. 

3. Recurrence sometimes takes place in cases 
operated on by ligature of neck of sac, and suture of 
conjoined tendon beneath cord to Poupart’s liga- 
ment. 

4. Ligature of sac alone. 

5. Ligature of neck of sac and displacing the 
ligatured neck by buried sutures. 

6. Cases of hernia treated by trusses during child- 
hood. 

From a consideration of the modes of recurrence 
the following points appear to be necessary in the 
operation for hernia: (a) Transposition of the neck 
of the sac; (0) constriction of the internal ring; (c) 
strengthening the weak area of the posterior wall of 
the inguinal canal to the inner side of the internal 
ring. In the typical Bassini operation this is done 
by suturing the conjoined tendon to Poupart’s liga- 
ment; (d) obtaining adequate pressure along the 
internal ring, (e) strengthening the weak area to the 
outer side of the internal ring. In the operation 
described by Hull, silkworm (fishing) gut is used for 
the deep stitches, which occasions no after trouble. 

Rospert H. Ivy. 


Miller, R. T.: Enterogenous Mesenteric Cysts. 
Bull. Johns Hopkins Hosp., 1913, xxiv, 310. 
By Surg., Gynec. & Obst. 

Miller in this article reports in detail a very inter- 
esting case of intestinal obstruction due to a con- 
genital enterogenous mesenteric cyst causing vol- 
vulus. He considers a detailed presentation of a 
single case of value, in view of the fact that there is 
such a wide difference of opinion as to the genesis 
of the cysts; that a positive diagnosis has probably 
never been made before the operation or autopsy; 
and that their surgical significance is almost univer- 
sally ignored. 

His case was that of a female four days old, in 
which operation and resection were followed by 
death. The symptoms were those of complete 
intestinal obstruction, but the real cause of the 
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obstruction was not surmised. At the operation 
there was seen upon opening the peritoneum both 
dilated and collapsed cyanotic loops of small bowel. 
Digital exploration revealed in the right flank just 
below the level of the umbilicus a freely movable 
mass which proved to be an intramesenteric tumor, 
roughly oval, about 4 cm. long in its greatest diame- 
ter. A resection and lateral anastomosis was done. 
Death resulted five hours after completion of the 
operation. 

The specimen removed consisted of an intra- 
mesenteric cyst whose wall was, in part, directly 
continuous with that of the jejunum and whose 
histological structure resembled closely that of the 
adjoining portion of the bowel. Its structure and 
arrangement pointed directly to an enterogenous 
origin by a process of sequestration during embryonic 
life. 

Miller reviews the literature and presents an 
excellent working classification of mesenteric cysts 
of embryonic origin, namely: 

1. Cysts of intestinal origin: 

(a) By sequestration from the bowel occurring 
during development. 

(b) From Meckel’s diverticulum when it arises 
from the concave side of the bowel (or ac- 
quires an intramesenteric position). 

2. Dermoid cysts. 

3. Cysts arising from retroperitoneal organs; 

viz., urogenital organs (germinal epithelium, 
ovary, wolffian body, Miillerian duct). 

GEorRGE E. BEILByY. 


GASTRO-INTESTINAL TRACT 


Ramsbottom, A., and Barclay, A. E.: The Diag- 
nosis of a Hair-Ball in the Stomach. Arch. 
Rontg. Ray, 1913, xviii, 167. By Surg., Gynec. & Obst. 

The authors report a case first thought to be 

splenic anemia. Later, the mobility of the tumor 
mistaken for spleen led to réntgen examination. A 
bismuth meal outlined both lesser and greater curv- 
ature, with the tumor showing between. By palpa- 
tion under the réntgenoscope the tumor was found 
movable within the stomach and, when forced into 
the gas-filled fundus, carried enough bismuth to 
cast a dark shadow. Diagnosis was so complete 
that the size and shape of the hair-ball were pre- 
dicted. Davip R. Bowen. 


Chapin, H. D.: Radiographic Studies of the 
Gastro-Intestinal Tract in Infants. J.Am.M. 
Ass., 1913, lxi, 1419. By Surg., Gynec. & Obst. 

The first two cases studied by Chapin were young 
infants of seven and eight months. In these he 
determined the length of time that the barium re- 
mained in the intestinal tract. In the first case gas 
began to appear in the colon in three hours and ten 
minutes and was expelled into the rectum in seven 
hours. The second case corresponded closely to 


the first. 
The next study was a series of ten cases in each of 
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which an enema of barium sulphate amounting to 
from 4 to 16 ounces was given. X-ray pictures 
showed the extreme variation in the motility of 
different portions of the colon. In one of the cases 
the ileo-cecal valve was patent and in another case 
this was probably true. After passing the sigmoid 
the barium passed into the cecum in a very few 
seconds. 

After a study of the X-ray pictures, Chapin is 
certain that it is not possible to pass a colonic 
tube beyond the upper portion of the sigmoid. 


Morse, J. L.: Use of the R6ntgen Ray in the 
Diagnosis of Obscure Abdominal Conditions 
in Infancy and Childhood. J.Am.M.Ass.,1913, 
Ixi, 1122. By Surg., Gynec. & Obst. 


This study consisted in an attempt to diagnose 
obscure conditions in infancy and childhood. The 
first three cases were those which offered for diagno- 
sis pylorospasm, pyloric stenosis, or some other cause 
of vomiting. In the first of these it was possible to 
make a positive diagnosis of stenosis. In the second, 
spasm was diagnosed, while in the third, there was 
only a gastric indigestion. The next series of cases 
were those in which there were combined recurrent 
attacks of vomiting and abdominal pain. The first 
of these was shown to be due to a prolapse and kink- 
ing of the large intestine. The second, which suggest- 
ed the presence of a stone in the bladder, was a case 
of malposition of the colon. The third was a case of 
stone in the left kidney, while the fourth was a case 
of adhesions of the colon and cecum, which diagnosis 
was afterwards comfirmed at operation. 

Morse also gives an instance where the cause of 
constipation was determined by the X-ray. In this 
case the cause was sluggishness in the colon. He 
then shows a case where sarcoma of the left kidney 
could be located by the appearance of a mass be- 
tween the spinal column and the colon filled with 
bismuth. 


Scudder, C. L.: Certain Observations Upon Two 
Hundred Cases of Gastric Disease. Boston M. 
& S. J., 1913, clxix,635. By Surg., Gynec. & Obst. 


The author dwells upon the very low mortality 
that attends operations for gastric disease. He con- 
siders this as very promising for the future, in that 
more and more cases of gastric disturbance will be 
subjected to operation. 

In the etiology of gastric disease a remarkable 
part seems to be played by syphilis. Syphilis of the 
stomach is more common than is generally supposed; 
the lesion is a tertiary one and may be a gumma, 
an ulcer, or adhesions extending from the stomach 
to neighboring organs. In all cases with symptoms 
of chronic ulcer the author recommends a Wasser- 
mann test, and, if the test be positive, the patient 
should at once be placed under anti-luetic treatment. 

In the diagnosis of chronic ulcer the author has 
been assisted most by a carefully elicited history of 
the onset and course of the symptoms. Definite 
pain in the region of the stomach has been the most 

















common symptom. Hunger pain seems to be more 
diagnostic of gastric than of duodenal ulcer. Exami- 
nation of the stomach contents for HCl, blood, and 
motility should be repeatedly performed. In the 
absence of other causes for hemorrhage, blood in the 
stools points very strongly to ulcer or cancer. 

The X-ray has been of great use in the diagnosis 
of gastric disease. The author believes that every 
suspected case should be subjected to a fluoroscopic 
examination and repeated radiographs should be 
taken. 

Cancer of the stomach comes to the surgeon in the 
majority of cases in the incurable stage. Whenever 
it is possible, however, and the condition of the 
patient will warrant it, an extensive attempt should 
be made to remove all of the cancerous tissue. In 
many cases where there is a recurrence the symptoms 
are markedly ameliorated by an extensive operation 
and the life of the patient is considerably prolonged. 

J. H. SKILEs. 


Janeway, H.H.: Gastroscopy. J. Am. M.Ass., 1913, 
lxi, 1339. By Surg., Gynec. & Obst. 

In considering carcinoma of the stomach, only 
one question presents itself: Is gastroscopy an 
efficient and practical method of viewing the in- 
terior of the stomach? The author presents an 
instrument that is efficient in that it permits details 
of the gastric mucosa to be seen with clearness, 
and practical in that it does not involve too much 
suffering or inconvenience on the part of the patient. 
The success of this gastroscope depends upon the 
lamp and lens system, the former being as large as 
the caliber of the instrument and large enough to 
illuminate the whole of the distended stomach. 

RGntgenoscopy is valuable in conditions around 
the pylorus, where the largest number of ulcers and 
cancers originate. The gastroscope furnishes in- 
formation regarding the vertical portion, which 
includes the region occupied by a large number of 
pathological conditions, particularly those which are 
difficult to recognize clinically. Thus gastroscopy 
supplements other objective methods of examina- 
tion. 

Some discomfort is generally experienced, and the 
apprehension felt makes it desirable that the ex- 
amination be conducted under general anesthesia. 
Intratracheal insufflation makes anesthesia during 
gastroscopy possible, and by the use of nitrous oxide 
and oxygen the last objection to the routine use of 
this instrument in stomach conditions is removed, 
when it may mean so much to the patient. The 
procedure is devoid of danger, as the operator’s eye 
is always on the distal end of the instrument and it 
is never allowed to progress unless the folds of 
mucous membrane fall away in front of it. 

If gastroscopy and réntgenoscopy are made a 
routine measure in cases in which carcinoma is 
possible, in a large proportion of cases carcinomata 
will be found, in the author’s opinion, in an early 
stage when it is possible to do something for them. 

E. K. ARMSTRONG. 
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Hertz, A. F.: The Cause and Treatment of Cer- 
tain Unfavorable After-Effects of Gastro- 
enterostomy. Ann. Surg., Phila., 1913, lviii, 466. 


Hertz has been consulted by a considerable num- 
ber of patients upon whom gastro-enterostomies 
had been performed, most commonly for duodenal 
ulcer. They complained of symptoms which he 
divides into two groups. The first group is occa- 
sioned by too rapid drainage of the stomach, rec- 
ognized by a very unpleasant sense of fullness occur- 
ring during each meal, localized slightly lower than 
the position where the pain or discomfort was felt 
before the operation. This is accompanied in 
many cases by slight diarrhoea after each meal. In 
all patients suffering from this group of symptoms it 
has been found by the X-rays that the stomach was 
small and hypertonic, and that passage of food out of 
it through the operation stoma was extremely rapid. 
In all cases little or nothing passed through the 
pylorus. The sense of fullness in these cases is due 
to a distention of the jejunum from the rapid pas- 
sage of food fromthe stomach. Treatment consists 
in having the patient lie down for half an hour or an 
hour immediately after each meal, as the stomach 
empties itself much less rapidly when this posture is 
assumed. Some preparation of pancreatic ferments 
to compensate for the deficiency of the normal 
secretions, and small doses of belladonna to relax the 
involuntary muscle fibers of the intestines, should 
be given half an hour before meals. The author 
suggests that the condition might be prevented by 
making a somewhat smaller stoma when the gastro- 
enterostomy is performed. 

The second group of cases are those of extreme 
dilatation of the stomach in which the situation of 
the gastro-enterostomy opening is above the upper 
level of the gastric contents, rendering passage of the 
stomach contents through the stoma a mechanical 
impossibility while the patient is in a vertical 
position. In such cases an effective gastro-enter- 
ostomy must have the stoma so situated that it re- 
mains in the most dependent part of the stomach 
even when the vertical position is assumed. 

Rosert H. Ivy. 


Leriche, R.: How Is It Possible to Exclude the 
Pylorus and the Duodenum (Comment faut-il 
réaliser l’exclusion du pylore et du duodénum)? Lyon 
chir., 1913, X, 27. By Journal de Chirurgie. 

This article is a vigorous protest against Parla- 
vecchio’s method of excluding by ligature. The 
author believes that the only way to obtain a com- 
plete, final, and sure exclusion of the stomach or 
intestine is to sever the bowel and close each end 
separately, as in the old method of Doyen and 
von Eiselsberg. This operation is neither long nor 
complicated, especially if it can be performed in the 
region of the pylorus. By it alone can interruption 
of the gastro-intestinal circulation be assured. 

If a ligature be used, even if it be sewed in, it 
gradually cuts through the wall and passes out 
through the intestine, and the closure or stricture is 
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not permanent. This fact was established by the 
work of Oliva, Paganelli, and Tappeiner, the find- 
ings of Randisi to the contrary notwithstanding. 

Leriche reports two cases. The first was that of a 
man thirty-seven years of age with symptoms of 
duodenal ulcer. A posterior gastro-enterostomy was 
performed and the pylorus was tied off with No. 2 
catgut. The immediate result was excellent; the 
pain disappeared and the stomach emptied itself 
immediately. Two months later, however, all of the 
symptoms returned and a radiograph showed the 
food passing through the pylorus. A second gastro- 
enterostomy was then performed and the pylorus 
severed, the ends being closed separately. 

The second case was that of a woman sixty-three 
years of age. A large cicatricial ulcer of the lesser 
curvature involved the pancreas. Resection was 
impossible. The stomach was ligated near the ulcer 
and an anterior gastro-enterostomy with a button 
performed on the upper segment and a jejunostomy 
between the loops. The patient improved, but 
radioscopy showed that the artificial biloculation 
was not maintained and the stomach emptied itself 
through the pylorus. 

According to the author, the only indication for 
Parlavecchio’s operation is irremovable ulcer of the 
middle of the stomach. Cu. LENORMANT. 


Monrad: Personal Experience with Acute In- 
vagination of the Bowel in Children (Persén- 
liche Erfahrungen iiber akute Darminvagination bei 
Kindern). Kong. Verhandl. d. Nord. chir. Foren., 
Kopenh., 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author strongly advocates non-operative 
treatment. He speaks first of the Hirschsprung- 
Wichmann method. A narcotic is given to facilitate 
the injection of an enema. This is followed by 
massage of the invagination. This method has the 
disadvantage that frequently after giving the enema 
the tumor disappears so that it cannot even be felt, 
and massage can be done only in a haphazard way. 
For this reason Monrad recommends his own 
method, which consists of steady traction at the site 
of invagination directly through the abdominal 
wall. The bowel is flushed out well from below after 
employing the method. 

The technique is as follows: The patient is chloro- 
formed in order to palpate the tumor accurately. 
If the invagination is in the colon the lower segment 
is compressed with both hands for a few minutes, 
then it is grasped in the left hand while the upper 
portion is seized with the right. The disinvagination 
usually occurs quite readily. If this is not the case, 
repeated attempts may be made at intervals of 15 
minutes. After this procedure a high enema is given, 
which in itself often disinvaginates the gut in 
otherwise unsuccessful cases, or it completes a 
partially successful attempt. In cases involving the 
small intestines and in which the two segments 
cannot be readily distinguished, pressure may be 
exerted alternately on both ends of the tumor. If 
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this method does not prove satisfactory in any given 
case, operation becomes necessary at once. The 
results were as follows: Of 51 cases, 45 were treated 
by non-operative methods, of which 37 cures were 
successful, that is, 82 per cent. The condition oc- 
curred 38 times in the large bowel with 92 per cent 
successful results, 3 times in the small bowel with 
one failure. 

It is often difficult to determine whether the 
reduction has been successful and to tell whether a 
slight thickening is due to infiltration of the gut or to 
partial reduction. If the bowels move freely after 
apparent reduction, success is almost assured, but 
often this does not occur for 24 hours. Vomiting a 
little bloody mucus and a rise of temperature are 
not unfavorable symptoms, but continued attacks 
of colic and the reappearance of a tumor are serious 
signs. Contra-indications are severe meteorism and 
peritonitis. Ileo-colic and double invaginations are 
excluded from non-operative procedures. Unfor- 
tunately these cases are hard to differentiate. The 
duration of the condition does not play a very im- 
portant part as regards the method employed. 

Injury directly due to attempts at reduction is 
rare. The stripping of the serosa is undoubtedly 
less than in laparotomy and is not so harmful. 
It is difficult to determine whether in unsuccessful 
cases the most favorable time for operation has 
passed. This can only be decided by comparison of 
the results of a number of non-operated cases with 
those operated upon at once. The author feels 
encouraged, after comparing statistics, in using the 
non-operative method with limitations as indicated. 

Inthe discussion, L6FBERG advocates the operative 
procedure, with a mortality of 25 per cent. Only 
4 cases were treated by manipulation, and these all 
had to be operated upon later. The 5 deaths were 
all due to intoxication. He prefers surgical treat- 
ment for the following reasons: 1. Manipulation is 
often unsuccessful and requires special skill and 
practice. 2. It is difficult to tell whether reduction 
is complete. 3. The injuries to the serosa are 
frequently extensive and require suturing. 4. The 
cause of the invagination cannot always be treated 
by external methods. 5. Faulty diagnosis is fre- 
quently detected only by laparotomy. 6. The 
operative procedure is controlled by sight, while the 
other is a blind method. 

TSCHERNING intends to attempt nonoperative 
treatment more than he has done in the past, 
although he is not very strongly inclined toward 
it. The good results of Monrad seem to him to 
depend in part upon the selection of suitable cases. 

Rovsinc thinks the statistics of the good results 
and low mortality in non-operated cases demand 
consideration. Nevertheless, he operates on all cases 
in which one attempt at reduction fails. He has had 
good results by following this principle: iz cases 
with 2 deaths. 

ESCHEN injects oil (ol. rape) to lubricate the 
cedematous inner segment of the invagination. [He 
allows as much oil as possible to flow into the bowel 




















from a height of 1 m. The oil is massaged through 
the descending colon, and then the tumor is mas- 
saged. Sometimes reduction takes place with an 
audible snap. The method has given good results in 
Eschen’s cases. It is usually carried out without 
anesthesia. AaGE Kock. 


Collins, C. N.: Two Cases of Obstruction of the 
Bowels from Unusual Causes. Surg., Gynec. & 
Obst., 1913, xvii, 512. By Surg., Gynec. & Obst. 

The interest in these two cases lies in the diagnos- 
tic problems involved. In the first case the patient 
had had a right inguinal hernia for ten years. It 
became strangulated, but after a few attempts it was 
reduced. The vomiting and pain were not relieved, 
and there was tenderness on pressure over the right 
lower abdomen, so a diagnosis of appendicitis was 
made. An operation revealed a fibrous band across 
the internal inguinal ring. The loop of bowel came 
out on one side of the band and was pushed back on 
the other side, leaving it hanging over and obstructed 
by the narrow fibrous band. 

In the second case the patient was 50 years old, 
and she had not menstruated for two months. She 
was taken with vomiting and pain in the abdomen. 
She had an oblong tumor in the left lower abdomen, 
and had passed some bloody mucus from the rectum. 
A rectal examination was negative. A diagnosis 
was made of an extra-uterine pregnancy, but opera- 
tion revealed an intussusception caused by a lipoma 
attached by a pedicle to the mucous membrane of the 
cecum. 


Kerr, H. H.: Intestinal Anastomosis; with a 
Report on the Aseptic Basting-Stitch Method. 
Surg., Gynec. & Obst., 1913, xvii, 490. 

By Surg., Gynec. & Obst. 


Kerr presents his experience with this method since 
the report of the experimental work by himself and 
Parker in 1908. ‘‘It may be defined as an easy and 
rapid method of suturing, applicable to any form 
of intestinal anastomosis, whether circular, lateral, 
or end-to-side, whereby the immediate formation 
of a patent stoma may be accomplished without 
operative opening of the intestinal lumen and with- 
out the introduction into it of any instrument or 
ligature.” 

Two pairs of crushing clamps are placed in ap- 
position across the bowel at an angle of 45 degrees 
to its axis on either side of the portion to be resected. 
The bowel is divided by the cautery or knife between 
each pair of clamps. ‘The proximal and distal 
stumps closed by the clamps are now ready to be 
joined. The basting-stitch is a Cushing continuous 
stitch of Pagenstecher thread placed across each 
bowel end with the loops between the stitches pass- 
ing over the clamps. ‘The first and last stitches at 
the mesenteric and free borders run parallel to the 
axis of the bowel, the intervening ones run parallel 
to the clamp and across the axis of the bowel. When 
the blades of the clamp are separated and with- 
drawn from under the loops of the basting thread, 
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and when the latter is drawn taut, the edges of the 
incision are automatically inverted and held firmly 
pressed together in a straight line without any 
separation of the lips of the opening having 
occurred. ‘The two ends so closed are held in ap- 
position suspended on their tight basting threads, 
and the anastomosis is made with great ease and 
rapidity, according to the author. Twenty-six 
cases of aseptic anastomosis, including pylorectomy 
and gastro-enterostomy, are appended, in none of 
which was there leakage or stenosis. The author 
claims “that the basting-stitch method of intestinal 
anastomosis is rapid, simple, safe, and aseptic.” 


Codman, E. A.: Observations on a Series of 
Ninety-Eight Consecutive Operations for 
Chronic Appendicitis. Boston M.& S. J., 1913, 
clxix, 495. By Surg., Gynec. & Obst. 

Before starting this series the author wrote down 
ten distinct objects of the investigation. Each case 
operated upon had been previously diagnosed as 
chronic appendicitis and this diagnosis had been 
agreed to by the author. 

Of the 098 cases only 61 appendices showed, at 
operation, evidences of ever having been inflamed. 
And of these, 50 should not really be included, be- 
cause they had definite histories of classical acute 
attacks. Therefore he scouts the idea of anyone 
being able to make a diagnosis of chronic appendici- 
tis with any reasonable degree of certainty in cases 
which have not had a previous acute attack. This 
statement is further substantiated by the fact that 
he and his colleagues operated on an equal number 
of abdominal cases under other diagnoses than 
chronic appendicitis, and yet a “chronic appendix” 
was the only abdominal lesion they could find. 

Another consecutive series of too laparotomies 
which were done for other lesions (chronic appendici- 
tis not even being mentioned) showed 71 “chronic 
appendices.” He considers the X-ray of considerable 
help in the diagnosis of chronic appendicitis, espe- 
cially in differentiating the condition which he calls 
pseudo-appendicitis or ileo-cecal anomalies. 

Anoci-association was used on 25 cases and is 
considered by the author a step toward the evolution 
of a perfect technique. When this becomes so sure 
that no deaths, no pain, no vomiting, no hernia, 
no complications of any kind occur, then the 
arguments for routine appendectomy will be justi- 
fied. 

In conclusion he hopes for a revision of the subject 
of “chronic appendicitis” and a new nomenclature 
and suggests the following: 

1. Terminal obliteration, a harmless type. 

2. Strictured or vicious appendix. 

3. Kinked or potential appendix. 

4. Chronic appendices, those in which the lumen 
is patent but where the X-ray shows retained bis- 
muth hours or days after the rest of the meal has 
passed. They include the catarrhal, the lymphoid, 
and the minor kinks and twists, but their lumen is 
still free, so that when their internal tension rises the 
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discharge can escape into the cecum and only cause 
a slight attack of indigestion. R. W. FRENCH. 


White, G. R.: Contracture of the Psoas Parvus 
Muscle Simulating Appendicitis. Ann. Surg., 
Phila., 1913, lviii, 483. 

White has found seven cases simulating appendi- 
citis, with rigidity of the right abdominal muscles, 
localized pain, excessive tenderness, and palpable 
tumor, due to a contracted psoas parvus tendon. 

He strongly urges a search for the psoas parvus 
muscle when the abdomen is opened and a normal 
appendix found. A division of this tendinous band 
gives relief. He prefers the retroperitoneal route 
because the retracted peritoneum keeps the intestines 
out of the way, but the transperitoneal route can 
also be resorted to easily. 

The iliac artery is well to the inner side and the 
nerves deeper and to the outer side of the tendon, so 
there is little danger in the operation. In all of his 
series of seven cases, pain, tenderness, and tumor 
were present. In two the pain came suddenly and 
was referred to the leg. Fever and digestive disturb- 
ances were absent. 

Chronic and tonic spasms of the iliopsoas have been 
reported in neurasthenics. In the author’s series 
only one could be called neurasthenic. The psoas 
parvus is a rudimentary muscle attached above to 
the last dorsal and first lumbar vertebra, and below 
to the iliopectineal line of the pelvis. In all of the 
seven cases reported the psoas parvus was repre- 
sented by a tense fibrous band along the inner border 
of the psoas magnus and receiving additional bands 
from each neighboring vertebra. 

In all of his cases immediate relief followed the 
division of this tendinous band. 

Lewis B. CRAWFORD. 


George, A. W., and Gerber, I.: The Value of 
the R6ntgen Method in the Study of Chronic 
Appendicitis and Inflammatory Conditions, 
Both Congenital and Acquired, About the Cz- 
cum and Terminal Ileum. Swrg., Gynec. & Obst., 
1913, XVii, 418. By Surg., Gynec. & Obst. 

This is a discussion from the réntgen point of view 
of a series of cases, all of which had symptoms of 
either stomach trouble or chronic constipation. 
The réntgen examination showed the cause to be 
definite surgical disease in the right lower quadrant, 
and later operations confirmed the diagnoses. The 
cases are in five general groups. 

1. Chronic Appendicitis: This is shown first by 
ileal stasis, which must consist of stasis in the ileum 
for 24 hours or longer. More important than this is 
the actual demonstration of bismuth within the 
lumen of the kinked and adherent appendix. The 
authors claim to have demonstrated the appendix 
in about seven cases out of every ten examined, and 
to be able usually to differentiate normal from 
pathological appendices. 

2. Lane’s Kink: Here ileal stasis is also found, 
but more important is the demonstration of the 
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fixed and distended terminal loop of ileum. Flu- 
oroscopic manipulation plays a very important 
part in the diagnosis of this condition. 

3. Jackson’s Membrane or Membranous Peri- 
colitis: ‘This is usually accompanied by ileal stasis 
and some obstruction in the cecum and ascending 
colon. The real diagnostic feature, however, is the 
demonstration of adhesions by manipulation under 
the fluoroscope, or, what is even more important, 
by the presence on plates of a peculiar mechanism 
of filling which has been observed only with these 
pericolitic adhesions. As the ileal contents empty 
into the cecum and ascending colon, a pull is 
gradually exerted upon the adhesions, and the 
proximal transverse colon is pulled down toward the 
ascending colon, finally giving the ‘“‘double-barrel 
shotgun” effect. The presence of this filling mech- 
anism serves to differentiate Jackson’s membrane 
from simple colonic dilatation (typhlatony). 

4. Adhesions: Many of the cases were found to 
have various adhesions of the intestinal parts as the 
result of pelvic inflammation, or old ulcer, ap- 
pendicitis, gall-stones, etc. In these cases obstruc- 
tion and ileal stasis are not as valuable diagnostic 
points as the actual demonstration by manipulation 
of the effect of the adhesions. 

5. Caecum Mobile: This can be demonstrated 
readily by the réntgen ray, and incidentally the 
diagnosis of left-sided appendicitis can be confirmed. 


Quimby, A. J.: Differential Diagnosis of the 
Appendix, by Aid of Réntgen Ray. N.Y.M./J., 
1913, xCviii, 697. By Surg., Gynec. & Obst. 


The author bases his paper on the results of 141 
réntgenological examinations, both fluoroscopical and 
radiographical, of the lower right abdomen. A bis- 
muth subcarbonate or barium sulphate (C. P.) 
meal is given and the patient is observed at intervals 
for at least 4 to 6 days. 

He classifies appendices according to function, 
position, and shape as follows: (1) Functionating or 
non-functionating; (2) fixed or movable; (3) ascend- 
ing, descending, or transverse; (4) straight, kinked, 
curved, looped, or clubbed. 

A functionating appendix is one capable of re- 
ceiving and discharging feces. The author expects 
the appendix to be filled with bismuth any time 
after 6 hours, but often he observes that this does 
not occur until after 24 to 30 hours. Since the 
colonic peristaltic wave originates in the appendix, 
it can be assumed that the discharge of its contents 
is governed by the same rules controlling the 
function of the large bowel. If the bismuth is not 
discharged within 36 or 48 hours, it can be assumed 
that the function is disturbed and this class fur- 
nishes the non-functionating type, which the author 
always considers pathological. In some cases bis- 
muth has been found in the appendix several weeks 
after ingestion of the bismuth meal. 

Palpation during fluoroscopy enables one to 
determine whether the appendix is fixed or movable. 
The author suggests the necessity of first locating 











the cecum. The hand should be passed downward 
until the cecum slips upward under the finger, this 
enabling the examiner to study the attachment of 
the appendix. 

As a rule the ascending type is adherent and the 
descending free and normal. Abnormal appendices 
are frequently associated with abnormalities of the 
cecum and colon; as adhesions, mesenteric bands, 
and angulations involving colon conditions which 
favor stasis. 

The determination of the shape of the appendix 
requires a knowledge of the relative values of the 
diffusion of the shadow cast by the various segments. 
Stereoscopic studies are suggested as of value in 
determining the exact relations to surrounding 
structures. It must be kept in mind that malposi- 
tion of the cecum produces unusual shaped ap- 
pendices. The author’s conclusions are as follows: 

1. When there is chronic constipation due to 
delayed or inhibited peristalsis, the appendix is 
usually diseased. 

2. The X-ray is essential in the differential 
diagnosis of the appendix. 

3. When a pathological condition of the appendix 
is suspected and there are few symptoms, an X-ray 
examination is essential. 

4. When the appendix is tied up in a mass of 
adhesions, an accurate finding of the appendix en- 
ables the operator to rapidly locate it on operation. 

5. Accurate determination of conditions typify- 
ing appendicitis should be made before operation. 

6. When there are obscure symptoms in the 
abdomen which cannot be traced to a definite organ, 
an X-ray examination of the appendix may show 
that it is adherent to some distant organ. 

Ws. A. Evans. 


Fallon, M. F.: An Anatomical and Surgical 
Study of Periczecal Membranes. Bosion M. & 
S. J., 1913, clxix, 600. By Surg., Gynec. & Obst. 

Fallon discusses Jackson’s membrane, cecum 
mobile, the physiology of the first half of the large 
intestine with treatment of pathological stasis 
therein, and the relation of pericacal membranes to 
appendicitis, especially of the family type. Numer- 
ous authors are quoted and a list of references is 
appended. 

Fallon believes with Blake that Jackson’s mem- 
brane is a congenital, normal, constant structure. 
He holds that it is not a membranous pericolitis, and 
that it is not disabling to the caecum and ascending 
colon. He does not doubt that there is a definite 
pericolitis but it has no relation whatever to the 
so-called Jackson’s membrane. Virchow was the 
first to give a clear description of this pericolitis, and 
he ascribed it chiefly to fecal stasis. The chronic 
type of the affection is illustrated by the following 
case. In a married woman 42 years of age, with a 
history of constipation and right abdominal pain, a 
diagnosis of high appendix was made, but operation 
showed only the right flexure of the colon and its 
omentum adherent to the anterior parietal perito- 
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neum over an area the size of the palm of an adult’s 
hand. Adhesions were freed. The wall of the colon 
was much thickened and its serosa was injected and 
uneven. A piece of the affected tissue was excised 
and reported by the pathologist as chronic inflamma- 
tion. Two months after leaving the hospital the 
patient was still free from her former symptoms. 

The cecum mobile of Wilms is not in itself patho- 
logical. It is due to the presence of an ascending 
mesocolon, a less frequent form of attachment of the 
ascending colon. Treves found it in 26 per cent of 
his cases, and Fallon has found it in 24 per cent of 
one hundred subjects whom he has examined. 
Stasis in the first half of the large intestine is to a 
certain extent physiological. When it becomes 
pathological, the causes are frequently to be found 
in faulty habits, and hygienic and dietary measures 
are as a rule indicated. 

In an investigation of the relation of pericecal 
membranes to appendicitis, Albrecht found in the 
cadavers of 15 per cent of 500 children under six 
years of age, kinks and twists of the appendix due 
to these membranes sufficient to give opportunity 
for interference with drainage and the possibility of 
future appendicitis. He says there can be no doubt 
that such congenital anomalies are hereditary, and 
consequently may run in families. Fallon believes 
this to be true and submits the following as evidence. 
An investigation of 200 patients operated upon for 
appendicitis showed that twenty-four were members 
of families in which one or more members had been 
operated upon for appendicitis. In one family the 
grandmother had died of appendicitis, an uncle had 
had peritonitis resulting from appendicitis, five 
brothers and one sister of the patient had been 
operated upon for appendicitis between the ages of 
twenty and thirty, and the only remaining member 
of the family, a sister, was known to have chronic 
appendicitis. Joun Bryant. 


Erdmann, J. F.: The Colon: Its Malignancies. 
Med. Rec., 1913, \xxxiv, 611. 
By Surg., Gynec. & Obst. 

Since the author’s last report of 45 cases, he has 
had forty more. In these the cecum was involved 
three times, the sigmoid eleven, rectosigmoid thir- 
teen, rectum eight, transverse colon three, and the 
perirectal tissue two. The youngest patient was 
26 years old. Each case was well advanced when 
seen by him. He ascribes the failure of early diagno- 
sis of these conditions to modesty on the part of the 
patients in speaking of the ailment and to refusal 
to submit to an examination. Another factor is the 
too readily eased conscience of the physician in not 
examining such patients, accepting the diagnosis of 
the patient or her family physician as to piles, fis- 
sures, etc. Many also overlook the importance of a 
detailed history. 

The author then takes up the question of diagnosis 
in more detail. He states that the early symptom- 
atology is so vague and indefinite that a diagnosis 
is rare and difficult. The earliest symptoms are 
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borborygmus, cramps, colic, pains, mucus, blood and 
pus in the movements, alternating diarrhoea and 
constipation and a feeling of incomplete emptying of 
the bowels after a movement. Later there is a 
painful spot on pressure, evidence of a tumor, and 
finally an obstruction. In these cases a careful ex- 
amination of the rectum must be made and an X- 
ray picture taken following a bismuth meal. 

The treatment is discussed in some detail. In 
far advanced cases it is palliative. This consists in 
proper catharsis, cleansing the bowel from below, 
and a diet which does not form excess waste mate- 
rial. The high frequency current has been of value in 
several cases. Anodynes and local anesthetics are 
given as a last resort. The palliative operative 
treatment consists in various types of anastomoses 
or short-circuiting. Frequently the condition of the 
lower bowel clears up sufficiently after the operation 
to permit of a successful excision. 

In excising the diseased area, the author advises 
wide excision owing to the lymphatic and vascular 
arrangements. In growths of the cecum, the distal 
6 to 12 inches of the ileum should be removed, while 
in the transverse colon one should go to either 
flexure and pay close attention also to the glands in 
the transverse mesocolon and the pancreatic area. 
If metastasis is found in the liver radical excision is 
contra-indicated. He has found that the resection 
cases with complete obstruction are better handled 
in a two- or three-stage operation. The mortality 
is less. The preliminary colostomy gives a relatively 
clean bowel to work on and a free vent while the 
anastomosis is healing. Again an exploration of the 
abdomen can be made at the same time. Several 
methods of resection are touched upon. The author 
is inclined toward the abdominal method, especially 
in midrectal and rectosigmoidal cases. After remov- 
ing the tissue, the patient is placed in the lithotomy 
position and the anus dissected out completely. 
The distal portion of the bowel is then drawn in and 
drainage established. The posterior route is also 
taken up. The author states that he is not satisfied 
or pleased with the end results of the operations. 
Recurrences were too early and metastasis and 
death followed too soon. Epwarp L. CorNELL. 


Skinner, E. H.: X-Ray Investigation of Habitual 
Constipation. Surg., Gynec. & Obst., 1913, xvii, 
400. By Surg., Gynec. & Obst. 

In an X-ray examination by means of bismuth 
oxychloride chocolate meals and barium sulphate 
enemas, Skinner prefers that the patient approach 
the examination in his usual alimentary condition, 
because colon motility is altered by previous cathar- 
tics or enemas. After describing the normal colonic 
motility and anatomy as seen by the X-ray, he 

divides the habitual constipations as follows: (1) 

Disturbances of motility by extrinsic pathology or 

intraluminal organic pathology occluding the 

lumen and thereby the progression of the colonic 
content, such as neoplasms; (2) disturbances of 
motility by extrinsic pathology or extraluminal 
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adhesions, such as kinks, pericolic membranes, 
diverticulosis, etc.; (3) disturbances of motility by 
purely functional disturbances, such as_ hyper- 
motility, hypertonus, or from an atypical anatomical 
position of the colon from faulty mesenteric develop- 
ment or faulty colonic rotation. 

The subdivisions under functional disturbances 
are: (1) Hypermotility of the colon; (2) chronic 
obstipation of the ascending-colon type, or cecal con- 
stipation; (3) the pure ptosis constipation with low 
hepatic and splenic flexures and general colonic and 
bodily asthenia and atonicity; (4) the constipation 
of the distal colon from lessened rectal reflex, other- 
wise becoming generally known as dyschezia; and 
(5) hypertonus. 

Skinner’s conclusions are as follows: 

1. The stomach and colon are not chemical 
retorts but functionating motile organs. 

2. The position of the gastro-intestinal tube is 
not so concerning as its function. 

3. The demonstration of actual anatomic altera- 
tions of function demand surgery, but the surgical 
treatment of atony is problematical. 

4. The subject of the habitual constipation of 
atonic and congenital origin is a matter of socio- 
logical as well as medical investigation. 

5. The demonstration of the gastro-intestinal 
function and pathology by the X-ray is a simple 
matter compared to the problem of its cure. 


LIVER, PANCREAS, AND SPLEEN 


Whipple, G. H., and Goodpasture, E. W.: Acute 
Hemorrhagic Pancreatitis; Peritoneal Exu- 
date, Non-Toxic and Even Protective Under 
Experimental Conditions. Surg., Gynec. & Obst., 
1913, XVii, 541. By Surg., Gynec. & Obst. 

The conclusions are derived from experiments 
done upon dogs. The acute pancreatitis was pro- 
duced by injection of pig’s bile into the pancreatic 
duct with aseptic precautions. When acute pan- 
creatitis was produced in two animals at the same 
time for the sake of parallel observations concerning 
the effect of exploration, removal of fluid, injection 
of exudate, etc., every effort was made to cause 
similar degrees of pancreatic injury by using the 
same rapidity of injection, the same amount of bile 
per pound of body weight, the same conditions of 
temperature, etc. 

The results may be summarized as follows: The 
peritoneal exudate in acute hemorrhagic pan- 
creatitis contains no toxic substances. It is harmless 
when injected intravenously or intraperitoneally in 
large amounts into normal dogs or those suffering 
from acute pancreatitis. 

The ferments which escape from the injured 
pancreas are rapidly neutralized, and this peritoneal 
exudate is usually free from proteolytic ferments and 
contains the same amount of lipase as does the blood 
serum. 

The hemorrhagic peritoneal exudate may be 
looked upon as having a neutralizing action and 
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appears to benefit rather than injure dogs suffering 
with acute pancreatitis. 

Dogs with acute hemorrhagic pancreatitis which 
are subjected to exploration and removal of perito- 
neal exudate will appear sicker than control dogs left 
undisturbed. 

The pancreas can survive remarkable degrees of 
injury; and this factor of safety should always be 
considered in drawing deductions from any surgical 
procedure. Its capacity for repair seems greatest 
when it is left undisturbed in a closed abdomen. 


Stevenson, E. S.: 
ii, 847. 

The author believes that Banti’s disease with its 
enlarged spleen and anemia is the last phase of 
splenic anemia. Rolleston has summarized the 
symptoms as follows: Anemia of the type usually 


Splenomegaly. Brit. M.J.,1913, 
By Surg., Gynec. & Obst. 


SURGERY OF 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS. CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


Cokenower, J. W.: Joint Disease Due to Infec- 
tion from Other Parts of the Body. J. Am. 
M. Ass., 1913, lxi, 1450. By Surg., Gynec. & Obst. 


We must not forget that, omitting trauma, 
arthritis is only a symptom of a disease whose 
source is in some distant part of the body. ‘The 
presence of a urethritis or a suppurating antrum 
may be the only differentiating point between two 
apparently identical joint conditions. For etiology 
of chronic joint lesions in children one should look 
for tuberculosis, sepsis, rachitis, congenital syphilis; 
in young adults, special septic infections from the 
intestinal or genito-urinary tract; in late adult life, 
chronic septic infection of the mucous tracts in 
nearly all parts of the body. Sources of infection 
which the author has compiled from reports of emi- 
nent surgeons are, in order of their importance, 
tonsils, teeth, genito-urinary tract. 

W. A. Crark. 


Jacobs, C. M.: Conservative Treatment of 
Tuberculous Joint Disease. Jowa M. J., 1913, 
xx, 189. By Surg., Gynec. & Obst. 


The first treatment of tuberculous joint disease in 
children should be conservative. This implies 
efficient protective treatment by some form of 
orthopedic appliance. Operative procedure should 
be considered only an adjuvant measure and not 
the primary method of treatment. General hygienic 
methods, as well as good nourishment, are no less 
important in joint tuberculosis than in lung tuber- 
culosis. 

The mechanical treatment is then discussed, as 
well as the use of bismuth paste and tuberculin. 
The writer considers that bismuth paste has no 
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spoken of as chlorotic, namely, a diminution of red 
corpuscles with a diminished hemoglobin content; 
absence of leucocytosis, usually leukopenia; consid- 
erable splenic enlargement which cannot be corre- 
lated with any other known causes such as leukemia, 
tuberculosis, malaria, syphilis, and hepatic cirrhosis; 
the long duration of the disease, and the tendency to 
gastro-intestinal hemorrhages. The author says 
that when the spleen is removed in splenomegaly 
the blood almost immediately improves in quality. 
This fact makes it appear that the origin of the 
disease is in the spleen, probably some toxin which 
destroys or injures the blood cells. Stevenson re- 
ports a splenectomy in a girl aged 22 whose red 
count was 1,500,000 per cmm.; whites 4,568; 
hemoglobin 83 per cent. Twelve days after opera- 
tion red corpuscles were 4,400,000; whites 11,200; 
hemoglobin 83 per cent. 
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intrinsic value. Clear vaseline injected into a sinus 
exerts the same influence as bismuth. The action is 
mechanical, for by plugging up the sinus it dams 
back the pus, excludes the air and prevents entrance 
of pyogenic bacteria — all of which are favorable 
factors for the filling in of the sinus with granulations. 
His experience at the Home for Destitute Crippled 
Children has shown that the greatest success with 
bismuth paste has been in old sinuses from tubercu- 
lous joint disease which have been discharging for 
one or more years. They could be cured in seven 
days to two months, but new channels would form 
as an outlet for the tuberculous débris coming from 
the seat of disease. 

The use of tuberculin has shown little promise in 
the hands of orthopedic surgeons. It is no longer 
administered in the author’s practice. 

In conclusion the author emphasizes the fact that 
the natural evolution of tuberculous joint disease is 
toward recovery, but with deformity and ankylosis. 
Nature can be assisted to effect a cure without 
deformity and with the minimum loss of function 
by early recognition of the disease, together with 
conservative treatment, and long-continued ob- 
servation. 


Ely, L. W.: The Injection Treatment of Tuber- 
culous Joints. J. Am. M. Ass., 1913, Ixi, 1453. 

By Surg., Gynec. & Obst. 

Mikulicz in 1881 was probably the first to treat 
tuberculous joints by injections. He used iodoform, 
and this is the substance that has since been advo- 
cated most strongly and persistently. Fraenkel in 
1900 showed that iodoform was not antiseptic when 
so used, found that bone charcoal and other inert 
powders were just as good and promoted healing by 
mechanical irritation. After 32 years’ trial and sub- 
jection to contradictory clinical experience, iodo- 
form is not widely used in this country. “It is as ir- 
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rational to attempt to cure a tuberculous joint by 
injection of the synovial cavity as to cure a tubercu- 
lous lung by injection of the pleural cavity.” 

W. A. CLARK. 


Orr, H. W.: Results Obtained in the Non- 
Surgical Treatment of Tuberculosis of the 
Joints. J. Am. M. Ass., 1913, lxi, 1370. 

By Surg., Gynec. & Obst. 


In a study of fifty cases the author found that 
the active process of joint tuberculosis was prolonged 
twice as long on an average in the cases operated 
upon as in the non-operative cases; also that the 
amount of the deformity was greater by about fifty 
per cent in the operative cases. The excuse of time- 
saving is thus proved to be a fallacy, for the patients 
are disabled longer, either primarily by the operation 
or secondarily by mixed infection. Among the oper- 
ative cases of this series there were three deaths, 
while there were none among the non-operative 
cases. The conclusions are that the best results are 
obtained by conservative treatment, and that 
disability and deformity are much less in patients so 
treated. W. A. CLARK. 


Midelton, W. J.: Some Notes on Arthritis 
Deformans; with an Analysis of Fifty Cases, 
Treated by Means of Continuous Counter- 
Irritation. Med. Press & Circ., 1913, xcvi, 422. 


The author considers continuous counter-irritation 
the panacea for arthritis deformans. The principal 
methods for carrying this out are: 

1. The blister, followed by savin ointment. 

2. Acupuncture, with counter-irritant drugs such 
as cantharides, croton oil, methyl salicylate, oil of 
mustard, etc. 

3. The actual cautery,— preferably the galvano- 
cautery. 

The first two are the most efficacious, because of 
the exudation which takes place. Applications are 
made in the neighborhood of the spinal column. 

So efficacious is this treatment that patients, with 
few exceptions, who have been treated for years by 
such means as natural spa waters, baths of many 
kinds, massage, exercises, ionization, residence in 
Egypt, etc., without lasting benefit, have improved. 
Often but one or two blisters have produced great 
improvement. CHARLES M. Jacoss. 


Fuller, E.: The Cure Through Genito-Urinary 
Surgery of Arthritis Deformans and Allied 
Varieties of Chronic Rheumatism. Med. Rec., 
1913, lxxxiv, 691. By Surg., Gynec. & Obst. 

Fuller reports upon a total of 346 cases operated 
upon by seminal vesiculotomy in which he had but 
one death occurring in his last series of 65 cases, due 
to interstitial nephritis. In more recent observations 
upon the bacteriology of the material obtained from 
the seminal vesicles at operation, Larkin, the 
pathologist, has not discovered the gonococcus in 
chronic conditions, but uniformly the streptococcus. 

The complement-fixation test in the acuter forms 
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of the affection was usually positive, and often- 
times in cases showing a marked tendency to chro- 
nicity the test would be positive a year or two after 
the time that gonorrhceal infection had occurred 
according to the clinical history. In one case a weak- 
ly positive test was found five years after the stated 
occurrence of the infection. In the most chronic 
cases, however, where there is evidence that there 
had been no recurrence of the gonorrhceal infection, 
seminal vesiculitis persisting as a resulting lesion, 
the fixation-test was found to be negative. 

The streptococcus could always be counted upon 
as existing in such cases. The prognosis as regards 
the cure of absorptive rheumatism through seminal 
vesiculotomy is decidedly good. 

The point in technique, in the operation Fuller 
mentions, is not to allow premature external closure 
of the wound, but to maintain drainage tubes in 
position until the deep portion of the wound has 
thoroughly granulated and healed. Another essen- 
tial surgical point lies in the thorough and free 
opening throughout the entire length of the affected 
seminal vesicles. 


Martin, I. A. M.: Discussion on the Diagnosis 
and Treatment of Injuries of the Knee-Joint, 
Other Than Fractures and Dislocations. Brit. 
M. J., 1913, ii, 1070. By Surg., Gynec. & Obst. 

The author emphasizes the point that the knee 
joint is not merely a hinge joint. At the end of exten- 
sion a certain amount of rotation of the femur takes 
place on the tibia, for the inner condyle’s articular 
surface is longer by one-third than the corresponding 
surface on the external condyle. Therefore the last 
one-third of the act of extension is really a screwing 
inwards of the femur on the tibia. In the position of 
completed extension there is no lateral motion at the 
knee-joint. However, in the varying degrees of 
flexion varying degrees of lateral motion are allowed. 
It is the author’s belief that for this reason it is only 
in flexion that tearing or splitting of the semilunar 
occurs. This belief is based upon personal experience 
with 449 operated cases. For rupture of the liga- 
mentum patella the author advises suture followed 
by rest in the fully extended position for eight weeks. 
Full flexion is not permitted for another two months. 
For rupture of the ligaments where forcible hyper- 
extension has been the cause, he recommends splint- 
ing in the slightly flexed position for twelve or more 
weeks, followed by massage and exercise. Where 
the internal lateral, external lateral, or anterior liga- 
ments are torn, he thinks the best treatment is 
suture. 

Rupture of the crucials does not readily yield 
to operative treatment, and these patients are 
best treated by a properly fitting knee brace. Mar- 
tin removes loose bodies without general anesthesia. 
He first fixes the body with a needle and then, under 
local anesthesia and strict asepsis, makes a small 
incision into the joint and removes the body. In a 
large number of cases of injury to the semilunar 
cartilages, a definite splitting or tearing occurs. Out 
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of a total of 509 cases operated upon by Martin only 
38 were external. He explains this on anatomical 
grounds, saying that the external cartilage has a 
much looser attachment than the internal. Conse- 
quently, supposing it becomes engaged between the 
external condyle andthe upper surface of the external 
tuberosity of the tibia and is then dropped toward 
the center of the joint, stretching of its connections 
rather than splitting of its own substance occurs. 
In the case of the internal semilunar, which has a 
close connection with the internal lateral ligament 
and the capsule, a tear would be more likely to occur. 

A definite fracture of the cartilage may be caused by 
sudden extension of the knee while the loose semi- 
lunar cartilage is held between the joint surfaces. 
Martin says the treatment of torn semilunar carti- 
lages depends largely upon the social position of the 
patient. A cast from toes to upper thigh may be 
tried. He prefers to operate seven to ten days after 
an attack. He uses chemical sterilization rather than 
dry. A tourniquet is used, the knee being thoroughly 
flexed. A transverse incision is made, running (in 
the case of the internal cartilage) from the inner 
border of the ligamentum patelle backward along 
the line of the joint for two inches. Care is taken 
not to cut the internal lateral ligament. He aims to 
remove the entire cartilage. He uses no splint as an 
after dressing and encourages the patient to move 
the knee. No fingers are allowed to enter the wound 
at any time during the operation, even though he 
and his assistants wear rubber gloves. Ten days 
later his patients usually walk without any support. 

Walton maintains that injuries of the semilunar 
cartilage are brought about by hyperextension of 
the knee and not by a rotatory movement while the 
knee is in semiflexion. Out of 77 cases in his hands 
73 were of the internal cartilage. 


FRACTURES AND DISLOCATIONS 


Heineke, H.: Spontaneous Rupture of the 
Extensor Longus Pollicis Tendon, After Typical 
Fractures of the Radius—the So-Called Drum- 
mer’s Paralysis (Uber Spontanrupturen der Sehne 
des Extensor pollicis longus nach typischen Radius- 
briichen und iiber die sog. Trommlerlihmung). 
Deutsche Zischr. f. Nervenheilk., 1913, xlvii, Festschr. 
v. Striimpell, 229. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
The so-called drummer’s paralysis, according to 
Heineke, depends on the spontaneous rupture of 
the extensor longus pollicis tendon. The rupture is 
quite accidental and follows a weakening of the 
tendon by necrotic inflammatory changes due to 
repeated traumatism. But even after severe single 
injury, spontaneous rupture of the tendon in ques- 
tion can take place. The author has seen two such 
cases in which, four and eight weeks after perfect 
union of typical radius fractures, the tendon broke 
after the function of the hand was almost normal 
and the patients had resumed their regular occupa- 
tions. It is assumed that in these cases the healthy 
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tendon was injured at the time of the fracture and 
that a circumscribed portion gradually died, and 
later the tear occurred at the necrotic portion. The 
tendon could not have been injured by the bony 
fragments, as in neither case was there any displace- 
ment. It is probable that at the time of the fall 
the thumb was forcibly bent backwards and ab- 
ducted so that the tendon was injured where it 
passes beneath the annular ligament of the wrist. 
Heineke successfully united the tendon in one of the 
cases by freshening the torn ends. The other case 
refused operation. Nevertheless, the author recom- 
mends suturing the peripheral end of the tendon 
either to the extensor tendon of the index finger or 
to the tendon of the extensor carpi radialis longior. 
June. 


Roth, O.: Fracture of the Neck of the Femur, and 
the Isolated Fractures of the Trochanter— 
Major and Minor (Der Schenkelhalsbruch und 
die isolierten Briiche des Trochanter Major and 
Minor). Ergebn. d. Chir. u. Orthop., 1913, vi, 109. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author does not approve of the usual division 
of fractures of the neck of the femur into intra- and 
extracapsular fractures. He follows Kocher’s classi- 
fication, in which the following are recognized: 
(1) Fractura subcapitalis, which fracture extends to 
the head; (2) fractura colli femoris intertrochanteri- 
ca, the fracture which lies directly above the mass 
of the trochanter; (3) fractura pertrochanterica, the 
line of fracture running obliquely through the 
trochanters. (4) The combined fracture, which 
occurs when the neck becomes impacted in the 
trochanter in a fracture intertrochant. Fracture of 
the neck of the femur occurs chiefly in old age and 
is more frequent in the female sex. Its frequent 
occurrence is due to osteoporosis, which is brought 
on by old age. Osteoporosis also affects Adam’s 
curve, whereby the angle made by the head and 
neck of the femur, which usually is under 127 
degrees, approaches more and more a right angle. 
With such great leverage, the effect of direct 
violence is greater. The réntgen era has shown 
that this fracture is not such a rare occurrence in 
youthful individuals. In 1903 Hoffa collected 87 
cases. Usually these were cases of separation of the 
epiphysis from the head. According to Kocher, 
growth along the epiphyseal lines produces a dimin- 
ished resistance. 

Fractura subcapitalis is produced by a fall on the 
trochanter, the head, which is held firmly by the lig. 
Bertin, being pressed against the acetabulum; or it 
may be caused by outward rotation of the leg. Frac- 
tura intertrochanterica is also produced by a laterally 
active force with the leg in the adducted position; it 
is an extension fracture, due to a fall backward. In 
the combined fracture the pointed Adam’s curve 
wedges against the trochanteric mass and splits this 
asunder. The diagnosis is based, outside of the rént- 
gen picture, on shortening, outward rotation, pain on 
pressure or jarring, and limited excursion of the tro- 
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chanter. All these symptoms may be present, de- 
pending on the form and impaction of the fracture. 
Sometimes infractions occur in children, which later 
produce pain and deformity. At times a second 
trauma converts an incomplete into a complete frac- 
ture. The prognosis is not favorable as regards life 
and function. Disagreeable complications, such as 
pulmonary affections, urinary disturbances, and cir- 
culatory disorders, which may vitiate the result, are 
not rarely observed. The functional result is to be 
attributed to the extremely slight tendency to 
healing in fractures of the neck and also to faulty 
positions. Usually there is only fibrous union, 
which fortunately suffices for ordinary purposes. 
Impacted fractures, especially the intertrochanteric, 
heal best. In subcapital fractures a disappearance 
of the neck is often observed. Subcapital fractures 
heal with the greatest difficulty, because of poor 
nutrition. On the other hand, fractures in the 
trochanter region heal smoothly, if somewhat slowly. 
Impacted fractures give the best results. The 
treatment depends on the constitution of the pa- 
tient. 

If hypostatic pneumonia is feared, the patients 
should be taken out of bed as soon as possible. 
These patients are, as a rule, doomed to use a 
crutch or cane for their remaining days. In most 
cases Bardenheuer’s extension gives the _ best 
results. The leg is placed in an abducted position, 
with inward rotation applied below the knee. Active 
movements of the upper extremities are used in 
elderly people to strengthen the heart. Impacted 
fractures are partially loosened under narcosis to 
overcome the longitudinal displacement, and out- 
ward rotation is used. Strong abduction, as empha- 
sized especially by Lorenz, is of importance. If it is 
desired to get patients out of bed early, they may be 
permitted to walk with suitable walking bandages 
(Kocher, Schanz, Bender). Open operations have 
been recommended for the purpose of better adap- 
tation of the fragments. Nails, ivory pegs, and 
screws have been driven into the trochanter (Lang- 
enbeck, Franz Kénig, Trendelenburg, Kocher), and 
bone suture has also been tried. Of further im- 
portance is the treatment of non-impacted subcapital 
fractures. Here Kocher advises resection of the 
head if the diagnosis is certain, while Fritz Kénig 
sutures the fragments with aluminium-bronze wire 
through a Hueter incision. 

The majority of physicians evidently try extension 
first, and if this fails, decide to remove the head; 
others try a replacement by open operation (R. 
Whitmann). Fracture of the greater trochanter is 
brought about by a fall on the hip; the fragment may 
be pulled upward by the muscles a distance of 6 cm. 
The injured leg is in the position of adduction and 
inward rotation. The treatment consists of exten- 
sion with strong abduction and outward rotation of 
the leg. Fracture of the lesser trochanter is more 
rare. It is produced by a powerful pull of the ileo- 
psoas. The diagnosis is founded on the presence of 
an extravasation in the region of the lesser trochan- 
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ter, outward rotation of the leg, and on Ludloff’s 
symptom, i.e., the patient cannot raise his leg 
while sitting, but on lying down can raise it without 
restriction. These fractures all heal in the dis- 
located position, but leave no disturbed function. 
Treatment is of no consequence as regards healing, 
stretching of the leg with outward rotation with the 
thigh slightly bent being probably the most useful 
treatment. VorscHwTz. 


SURGERY OF THE BONES, JOINTS, ETC. 


Rovsing, T.: A Case of Transplantation of Bone 
from One Patient to Another (Homoplastic) 
to Supply the Lower End of the Femur (Uber 
einen Fall von freier Transplantation eines Knochens 
von einem Menschen zum andern (Homoplastik) als 
Ersatz der unteren Oberschenkelhilfte). Hosp.-Tid., 
Kjgbenh., 1913, lvi, 845 

By Zentralbl v7 d. ges. Chir. u. i. Grenzgeb. 

Rovsing removed the internal condyle of the femur 
for sarcoma, and failed in an attempt to replace it 
by implantation of a piece of dead bone. Eleven 
weeks later he did a homoplastic operation, the 
corresponding portion of the femur of a recently 
amputated thigh being used to repair the defect. 

The operation was successful, the new bone im- 

planted twenty minutes after the amputation form- 

ing a perfect union. The patient, a year after 
operation, shows no recurrence, and is able to attend 
to his regular work. PERMIN. 


Seidel: Operation for Habitual Luxation of the 
Shoulder-Joint (Uber die Operation der habituellen 
Schulterluxation). Zentralbl. f. Chir., 1913, xl, 1344. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


As ordinary capsular replacement is not always 


effective, Clairmont and Ehrlich tried fixation 
of the capsule by means of a muscle and fascia 
flap from the deltoid brought over the capsule; 
and as, even after this procedure, there were re- 
currences, Seidel tried free fascia transplantation— 
Ollier’s incision. His method consisted in the 
separation of the subscapularis muscle a few centi- 
meters in front of its attachment to the lesser 
tuberosity; resection of an oval piece of capsule; 
suture; free transplantation of a flap of fascia from 
the sheath of the rectus covering the entire joint; 
intertwining of the lateral end of the fascia with the 
deltoid; and suture of the subscapularis muscle. In 
this way tension of the capsule is caused by raising 
the arm. A post-mortem preparation from an 
epileptic case showed, microscopically, the complete 
preservation of the transplanted flap. 
MAYERSBACH. 


Lorenz, A.: Bloodless Operation for Pseudar- 
throsis of the Neck of the Femur (Uber dic 
unblutig operative Behandlung der Pseudarthrosis 
colli femoris). Zischr. f. orthop. Chir., 1913, xxxii, 499. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Lorenz describes the different operations, and is 
opposed to any radical operative procedure, par- 
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ticularly Borchardt’s. He considers only median 
fractures just below the head. Peripheral and inter- 
trochanteric fractures almost always result in bony 
union. The nearer the median line the fracture is, 
the less chance there is of bony union, because exact 
apposition cannot be obtained. We cannot judge 
of the time taken for recovery by that of a fracture 
of the diaphysis, and no attempt should be made to 
bear the weight of the body for from six to eight 
weeks. Too much demand should not be made on 
the neck of the femur. This is avoided by fixing the 
leg in extreme abduction and complete extension, 
with the greatest possible degree of inward rotation. 
The leg should not be used for a year after the acci- 
dent. Lorenz says imperfect coaptation of the 
fragments is the chief cause of pseudarthrosis, but 
that even if bony union cannot always be attained, 
the functional capacity can at least be improved and 
the pain lessened. 

The poor function of the diseased leg is due to: 
(1) Insufficient capacity of the neck of the femur to 
bear weight; (2) atrophy; and (3) contracture. 
Flexion and adduction are important agents in 
producing these conditions. Borchardt does not 
believe in extra-articular osteotomy in fractures of 
the neck which are likely to heal in a poor position; 
but Lorenz prefers it, because it is not dangerous 
and because the real cause of the functional trouble 
does not lie in the badly healed fracture itself but in 
the changed position of the femur. Lorenz claims 
that clinical examination gives a much more reliable 
diagnosis than réntgen-ray photographs, and gives 
a detailed account of the diagnostic signs. 

Treatment of pseudarthrosis has two objects, 
i.e., bony union, which cannot always be attained, 
and overcorrection of the typical malposition caused 
by contracture, which can always be attained. The 
author describes four cases. SCHLENDER. 


ORTHOPEDICS IN GENERAL 


Bamberg, K., and Huldschinsky, K.: Congenital 
Fragility of the Bones (Uber angeborene Knochen- 
briichigke't). Jahrb. f. Kinderh., 1913, Ixxviii, 214. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 
From their own experience and literary research 
the authors have come to the following conclusions: 

Osteogenesis imperfecta (Vrolik) and osteopsathy- 

rosis idiopathica (Lobstein) show the same clinical 

picture, the most important symptom of which, 
namely brittleness of the bones, is caused by an 
intra-uterine predisposition to defective bone forma- 
tion. Fifty per cent of the cases of osteopsathyrosis 
are hereditary. The early form, called osteogenesis 
imperfecta, shows fractures occurring during intra- 
uterine life or in labor and has a bad prognosis on 
account of injuries to the lungs caused by multiple 
fractures ofthe ribs. Of 31 cases collected from litera- 
ture only three survived. Most cases were stillborn 
or premature deliveries in which crepitation of the 
skeleton and old and recent fractures with usually 
abundant callus formation were found. The skull 
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represents a sac which adapts its form to the under- 
lying structures, and the degree of its ossification 
seems to be closely related to the vitality of the 
child. Heredity plays no part. Pathological anat- 
omy shows aplasia of the compact tissue and the 
spongy substance of the diaphysis and epiphysis 
with normal growth of cartilage, resulting in slender 
bones with weak compact tissue and almost no 
spongy substance, which is shown in radiograms. 
Disturbed function or defective formation of the 
periosteum may be, looked upon as the cause. The 
simultaneous presence of cellular and fibrous mar- 
row in one of the cases carefully examined micro- 
scopically by the authors refutes Recklinghausen’s 
theory of a ‘‘myeloplastic malacia.” 

The folds and kinks of the epiphyseal cartilage, 
also described by Looser, are partly the outcome of 
disproportions between the normal breadth of the 
epiphysis and the decreased diameter of the shaft, 
and partly caused by fractures of the compact sub- 
stance. The late form of the disease shows the same 
pathological anatomical changes as described in the 
early form, but can be recognized with certainty 
only by metabolism experiments which show per- 
manent positive calcium balance. The disease of the 
bones is not caused by loss of calcium but by incom- 
plete rudimentary formation of the bones with 
irregular distribution of calcium. In the second 
case reported by the authors, experiments in metab- 
olism showed retention of calcium, which could be 
increased three or fourfold by the administration 
of phosphorized cod liver oil. All affections which 
show permanent negative calcium balance do not 
belong to the class of so-called congenital fragility of 
the bones. The prognosis of the late form is better 
because the fractures occur after birth, and in 105 
cases there was no death. The fragility is noticed 
first either from the ninth month to the second year 
of age, during the first efforts to stand up, or from 
the sixth to the fourteenth year of age, during 
physical exertion. The fractures alone cause 
shortening and deformities of the bones. In the 
early form the fractures are exclusively transverse; 
in the late form there are also oblique fractures. 
In the first form we see quick healing with copious 
callus formation, in the late one the healing is often 
slow and the callus formation poor. Differentiation 
of the two diseases is not possible either by rént- 
genologic or histologic examination. SIEVERS. 


Erving, W. G.: The Treatment of the Results of 


Anterior Poliomyelitis. 
1913, XVili, 341. 


Va. M. Semi-Month., 
By Surg., Gynec. & Obst. 

Erving gives a brief history of the disease from the 
first systematic study of it by Heine in 1840 to the 
work of Flexner, Lewis, Noguchi, and Rosenau in 
isolating the causative micro-organism and demon- 
strating its spread by the stable fly. 

In the acute stage the mortality is often as high 
as 20 per cent, but the resulting paralysis is of the 
greatest interest. Treatment during the first year 
consists of electricity applied either to the spine 
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directly or to the affected muscles, but less is ex- 
pected of it than formerly. Massage, active and 
passive hyperemia, and active, or better, passive 
muscle exercise are of much greater value. Deform- 
ity is to be prevented by splints or plaster, or even 
tenotomy and manipulation followed by retentive 
apparatus to prevent stretching of weak muscles. 

During the third stage, after all natural improve- 
ment has occurred, the resulting deformities must be 
treated by suitable operations, and then attention 
must be directed to restoring function by tendon 
transplantation, silk inserts, osteotomies, or arthro- 
deses. He believes that tenotomies done early, by 
preventing undue stretching of weakened muscles, 
often prevent deformity and make subsequent 
operations for restoration of function less severe. 
Flajl-joints are best immobilized by arthrodesis after 
ten years of age, but great care must be taken to 
avoid injury to epiphyses. Nerve transfer has not 
been useful except in cases of muscles having the 
same nerve supply. 

Of all methods he believes tendon transfer with 
proper use of silk extensions and ligaments has 
proved most satisfactory in well selected cases, while 
in cases not admitting of operation, well-fitting 
apparatus and attention to muscle exercise and 
training will often do much good. C. E. WELLS. 


Mills, E. P.: A Case of Tendon Transplantation 
to Overcome Defect Resulting from Polio- 
myelitis. N. Eng. M. Gaz., 1913, xlviii, 539. 

By Surg., Gynec. & Obst. 

To the literature is added a report of a successful 
tendon transplantation in a child for paralysis of 
the shoulder due to acute poliomyelitis occurring four 
years previously. 

An incision was made beginning on the neck and 
extending down over the point of the shoulder to 
just below the greater tuberosity of the humerus. 
The skin was well retracted. Search for the deltoid 
failed to bring to light any fibers of this muscle. The 
aponeurosis, however, was present. The tendinous 
attachment of the superior fibers of the trapezius 
muscle was then severed from the outer third of the 
posterior border of the clavicle, and the insertion of 
the middle fibers severed from their attachment to 
the inner margin of the acromion process and to 
the adjacent surface of the crest of the spine of the 
scapula. These attachments were gathered together 
and were stitched to the lowest possible point on the 
capsule, with the arm elevated to an angle of 110 
degrees. The aponeurosis of the deltoid was then 


whipped over these fibers and the skin closed. 
The result shows that the patient can now lift and 
hold out her arm to nearly a right angle. 
CHARLES M. JAcoBs. 








INTERNATIONAL ABSTRACT OF SURGERY 






Fassett, F. J.: The Operative Treatment of 
Paralysis in Children. Northwest Med., 1913, v, 
287. By Surg., Gynec. & Obst. 


The author notes the predominance of the flaccid 
spinal type of paralysis following the epidemic of 
1908, 1909, and 1910. 

In 200 cases under his observation, not less than 
three years old, thirty-five have been operated upon, 
the remainder being given mechanical treatment; 
spontaneous recovery occurred. Indications for 
operation are to correct deformity, to prevent fur- 
ther deformity and to secure stability. The author 
emphasizes the importance of sustaining position 
after operation, and the use of only those muscles 
which may be spared to advantage in tendon trans- 
plantation. 

Fassett describes the operation of partial arthro- 
desis for simple foot-drop. The posterior articular 
surface of the astragalus being used only in the 
position of toe-drop, he abolishes this quarter and 
prevents deformity. The operation divides the 
heel-cord and raises the posterior ligaments until the 
base attaches to the tibia. The synovial membrane 
and cartilages are removed from the posterior quar- 
ter of the articular surface of the astragalus and the 
flap of ligament sewed on to an attachment along the 
anterior edge of the denuded area. The heel-cord 
is then sutured, the wound is closed, and casts are 
applied for a month. 

In cerebral plastic cases he prefers plastic tendon 
lengthening and operates only on those in whom 
mental capacity warrants it. H.W. MEyERDING. 


Lord, J. P.: The Whitman Operation for Talipes 
Calcaneus Paralyticus. J. Am. M. Ass., 1913, 
lxi, 1374. By Surg., Gynec. & Obst. 


The author gives in detail the technique of the 
Whitman operation and summarizes it as follows: 

1. The removal of the astragalus 

2. The freeing of the malleoli and the preparation 
of a new articulation. 

3. The transplantation or resuture of the peronei 
tendons. 

4. Backward displacement of the foot. 

5. The fixation of the foot in equinus. 

It is a radical operation and is indicated in ex- 
treme cases of paralytic deformity of the foot for the 
establishment of stability. Feet on which it is per- 
formed do not wabble or roll nor tend todo so. From 
his experience of twenty cases the author concludes 
that the operation has a wider range than for cal- 
caneus alone, and should become more popular 
among surgeons. The frequent failure of tendon 
transplantations, silk implants, etc., due to weakened 
and overstretched muscles justifies the adoption of 
astragalectomy in extreme cases. C. W. Crark. 
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Tscherniak, M.: Acute Suppurative Osteomyelitis 
of the Spine (Zur Kenntnis der akuten eitrigen 
Osteomyelitis der Wirbelsiiule). Dissertation, K6nigs- 
berg, 1913. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The total number of reported cases is 65. The 
author reports a case of osteomyelitis of the spine in 
a 9-year-old girl operated on by Lexer. In the 
course of the disease paraplegia suddenly developed 
with total anesthesia from the lower border of the 
ribs down. Incision was made from the ninth to the 
twelfth dorsal spines. To the left of the ninth dorsal 
vertebra there was a pocket of pus. The spinous 
processes above this were removed till the upper 
end of the cavity was reached. The dura was not 
opened. A drain was placed in the canal between 
the bony wall and the dura. The wound was tam- 
poned with sterile gauze. The motor paralysis 
improved markedly, and sensation was fully re- 
stored. A metastatic abscess developed in the left 
knee. Two months later the child died after profuse 
bleeding from the arms and vagina. 

Any part of the spine may be affected, though it 
is usually the lumbar region. If one vertebra is 
affected the condition may exist only in one of its 
processes. In most cases.the vertebral arch with its 
processes is the seat of the disease, while in tuber- 
culosis the body is usually affected. Frequently 
there is a history of trauma. The point of origin is 
often hard to find. Angina, furuncle, or whitlow 
may be the primary infection. Bacteriologically 
staphylococcus pyogenes aureus is most frequently 
found. The location of the focus in the spine deter- 
mines which way the pus will burrow and this may 
bring about serious complications. Rupture into 
the spinal canal is the most serious accident on 
account of the injury to the spinal cord from pres- 
sure of the pus or extension of the inflammatory 
process in the form of a myelitis. Usually the dis- 
ease begins suddenly with severe symptoms, so that 
the patient may be semi-conscious from the onset 
and a diagnosis is difficult for a few days. Later, the 
pain along the spine directs attention to that region. 
The prognosis should always be guarded on account 
of the frequency of metastases. Formerly the 
mortality was 58 per cent, but now it is 41.5 per cent. 
In spite of operation, kyphosis, fistula, paralysis, or 
paresis may develop. Treatment must be operative. 
Wiesenger’s serum treatment had no effect. To 
prevent kyphosis all methods of treatment for 
spondylitis should be adopted, extrusion, etc. 

VORSCHUTZ. 


Calvé, J., and Leliévre, H.: Radiography of the 
Vertebral Column in Profile in Pott’s Disease. 
Am. J. Orth. Surg., 1913, Xi, 193. 

By Surg., Gynec. & Obst. 


The authors recommend lateral réntgenograms in 
Pott’s disease of the spine as being of value, firstly, 
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THE SPINAL COLUMN AND CORD 


in determining very early changes; secondly, showing 
accurately the extent of the lesion; thirdly, indicating 
the most useful orthopedic procedure to be employed 
in the treatment, and lastly, ascertaining when a 
cure has been obtained. 

Clearly marked thinning of the intervertebral disc 
affected is the most constant early finding, and 
occurs simultaneously with such presumptive clin- 
ical evidence as localized contracture and slight 
difficulty in gait. Destruction of bone and conse- 
quent kyphosis occur later, and the degree and ex- 
tent of involvement can be clearly demonstrated by 
the profile réntgenologic examination. 

This likewise reveals how the deformity is produced, 
and the data thus obtained are of value in deter- 
mining the proper treatment for its correction. 

Examination of the normal spine during strong 
flexion or extension indicates an axis, called the 
neutral point by the authors, which sustains the 
minimum pressure in all the principal movements of 
the spine. In Pott’s disease the portion in front of 
this point, and which is the usual seat of origin of the 
lesion, being subjected to greater pressure, under- 
goes ‘‘compressive ulceration.”” As a result of this, 
the body of the vertebra gradually becomes cunei- 
form in shape and kyphosis results. In treatment 
the aim should be to take the pressure off at this 
anterior portion by inducing a lordosis, and thus 
to prevent deformity. If kyphosis be present when 
treatment is begun, the induced lordosis exerts a 
second beneficial result, in that it shifts the greater 
pressure posterior to the neutral point, and causes 
a “compressive ulceration” of that portion. This 
tends to change the shape of the body of the affected 
vertebre from cuneiform to rectangular, and bring 
the spinous processes together, and thus lessen the 
deformity. A compensatory lordosis immediately 
above and below the affected part assists correction 
by causing extension of the intervertebral disc 
anterior to the neutral point and compression pos- 
terior to that point. 

The extent of the lesion as shown by the lateral 
rontgenogram directly affects the prognosis as to the 
ultimate outcome and also duration of time nec- 
essary to effect a cure. No changes pointing to cic- 
atrization are visible before two or three years, and 
the time necessary for osseous consolidation, which 
is the last stage of repair, may be considerably 
longer. Other compensatory changes may likewise 
be observed by means of the réntgen ray, and serve 
as a record of the progress made. 

ADOLPH HARTUNG. 


Turner, W. G.: The Treatment of Tubercular 
Spondylitis or Pott’s Disease. Canad. M. Ass, 

J., 1913, iii, 852. By Surg., Gynec. & Obst, 
The main subject of this paper is the radical treat- 
ment of Pott’s disease — considering particularly 
Albee’s operation. In three instances unexpected 
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tuberculous tissue, with cold abscess formation, was 
accidentally cut into in the region of the spinous 
processes, but, this contingency notwithstanding, the 
grafts were inserted and primary union resulted in 
each case. 

In four cases skiagraphs were taken ten days 


Valentin, B.: Experiments on Homoplastic 
Fascia Transplantation (Experimentelle Unter- 
suchungen zur homoioplastischen Fascientransplan- 
tation). Beitr. z. klin. Chir., 1913, Ixxxv, 574. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

After briefly reviewing the present status of 
homoplastic tissue transplantation, Valentin has 
made a histological study of this process in simple 
fascial tissue, regarding it as the basis of all progress 
in this direction. The field of application for free, 
mostly autoplastic fascia transplantation is to-day 
already so large that the question of using the same 
material homoplastically becomes of especial inter- 
est. Ina series of experiments on dogs, a piece of 
fascia lata was removed from a dog and either imme- 
diately implanted in a gap in the peritoneum of 

another dog with silk sutures or first placed in a 

physiological salt solution at body temperature for 

ten to fifteen minutes, while the site of implantation 
was being prepared. The abdominal cavity was 
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to two weeks after operation showing only an 
imperceptible shadow of the graft. 

In three cases flexibility of the spine was apparent 
four months after operation, and yet improvement, 
local and general, was marked in all cases. 

CHARLES M. JAcoss. 






DISEASES AND SURGERY OF THE SKIN, FASCIA, APPENDAGES 


used because the nutrition is more rapidly restored 
and functional stimuli returned more rapidly by 
partial removal of the abdominal wall (muscle- 
resection), on account of the necessary resistance 
against the natural abdominal pressure. In various 
experiments, conducted at intervals of 4 to 296 days, 
the fascia had mostly healed without being replaced 
by scar or connective tissue. In the first few days a 
marked cedematous swelling of the whole fascia, 
with leucocytic infiltration, takes place. The 
characteristic spindle-shape nuclei retain their 
staining power as the sign of life, and the elastic 
fibres are also preserved. After 24 days scarcely any 
difference from normal fascia is to be recognized. 
The question of relationship in the animal plays no 
role in the healing. The healing process in homo- 
transplantation is more intensive than in auto- 
transplantation, the time element being increased 
(about 100 days as compared to 26 days). 
DRAUDT. 


MISCELLANEOUS 


CLINICAL ENTITIES — TUMORS, ULCERS, AB- 
SCESSES, ETC. 


Strauch, F. W.: Experimental Transmission of 
Tumor Cells (Experimentelle Ubertrogung von 
Geschwiilstzellen). Berl. klin. Wehnschr., 1913,\,1425. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The researches of Apolant, Henke, and Lewin 
demonstrated that there was no essential difference 
between human cancer and that of mice. Strauch 
was able to transplant tumors from one animal to 
another, whether of the same or different species, 

The material with which he began was the carcinoma 

of a mouse which had passed through 26 animals. 

The injection of the undiluted cancer-juice was 

always made in the axillary space. The constituents 

of the food given the animals seemed to have some 
influence on the development of the tumor. The 
best material is obtained from tumors about four 
weeks old which have developed rapidly but do not 
show extensive necrosis. The spontaneous tumors in 
mice occur only in the females and seldom produce 
metastases. In the transplanted varieties metas- 
tases occur readily along the blood stream. The 
cachectic tendencies manifest themselves in marked 
blood changes and amyloid degeneration of the 
abdominal lymph glands. 


The transplantation of cancer of mice into rabbit 
was done as follows: A 25 per cent emulsion of 
cancer-juice from tumors averaging 6 weeks old 
was inoculated under the skin of the back, with 50 
per cent positive result. Cachexia usually developed 
a few days after inoculation. Transplants from 
these tumors were inoculated successfully, in 100 
per cent of cases, into other rabbits and these showed 
very rapid and vigorous development. 

The transplantation of these rabbit cancers back 
into mice was never successful. The morphology of 
the tumors from these two animals was quite differ- 
ent, but those from the same species were alike. In 
13 cases experimented on metastases were found in 
only 1, and that a small nodule in the flexure of the 
groin. A local recurrence appeared in the same area. 
On two occasions suspicious nodules were seen in the 
liver. The vaccination tumors are hard to classify 
histologically. KREUTER. 


Carr, W. P.: A Study of the Cancer Situation. 
Surg., Gynec. & Obst., 1913, xvii, 490. 

By Surg., Gynec. & Obst 

Carr reviews the known facts bearing upon the 

pathology and etiology of cancer. He finds that 

carcinoma is essentially a wild growth of epitheliai 














cells, and that, while in some instances these 
cells may be embryonic inclusions, they are in most 
cases probably normal epithelium that has under- 
gone a sudden change. In either case the cells which 
have been lying dormant or acting in a normal 
manner for years, suddenly begin to grow wild. 

When we are able to state definitely the cause of 
the wild proliferation we shall have solved the prob- 
lem. In the light of our present knowledge but three 
explanations seem possible: (1) Lack of nerve con- 
trol that normally regulates the activities of every 
living epithelial cell; (2) intoxications of the cells, 
either by germ infection or by absorption of poisons 
from the alimentary canal; (3) altered food supply 
to the cells. After carefully considering these possi- 
ble causes, he concludes that most carcinomata are 
due primarily to alteration or destruction of the 
normal influence from the central nervous system 
on the epithelial cells of the body; and that the excit- 
ing cause is local injury or prolonged irritation. He 
thinks the exhaustion of the central nerve cells an 
important predisposing cause, whether the exciting 
cause be simple trauma or infection with a cancer 
germ, and that if this predisposing cause could be 
prevented few cases of carcinoma would occur either 
from prolonged irritation or from germ inoculation. 

He recognizes a precancerous condition, the result 
of civilized modes of living, in which there is exhaus- 
tion of the granular matter of the brain cells, shrivel- 
ing of the nuclei, and complete destruction of some 
cells, occurring while the somatic nutrition is still 
good and the epithelial cells active, i.e.. a premature 
aging of the central nervous system while the 
epithelial cells are comparatively young. This 
explains the immunity of savages to cancer and its 
increasing prevalence among the civilized, particu- 
larly in middle life. He believes this precancerous 
state is caused by nervous worry and auto-intoxica- 
tion, and that it can be recognized and prevented, if 
patients can be made to live as they should. This is 
the best hope for checking the increase of can- 
cer 


DeKeating-Hart: Researches on the Pathogenesis 
of Cancer. Practitioner, Lond., 1913, xci, 445. 
By Surg., Gynec. & Obsi. 

The author gives an outline of the most important 
theories of the cause of cancer and goes into a rather 
full discussion of each theory, pro and con. 

The parasitic theory has been advanced by several 
authors, but has few supporters. No microbe has 
positively produced any neoplasms in controlled and 
repeated experiments. Since material proof is 
wanting as to the exact cause of cancer, analogy, on 
the general principles of natural laws, must serve to 
support any pathogenic hypothesis of cancer. The 
essential differences between infections and cancer 
are the following: (1) Cancer requires the complete 
cell for transplantation while microbic infection re- 
quires only the specific germ; (2) cancerous cells 
live on actively while infected cells have slight graft- 
Ing powers. 
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The cellular theory is supported by many known 
facts of cellular animal life. Both normal and can- 
cerous tissue can be grafted on an organ other than 
that wherein they were developed. Grafts of both 
grow better in closely related individuals, and are 
absorbed in an organism belonging to a different 
species from that from which they were taken. Both 
tissues can be grafted most easily in the very young 
and in healthy and robust individuals. 

The irritative theory seems to explain many of the 
facts observed in the study of cancer. Menetrier 
showed that chronic gastritis can develop into 
adenomatous tissue and this further into carcinoma. 
At no stage is it possible to state that the cancer be- 
gins, but it is a gradual transition. According to his 
theory, cells which can resist the lowered physiolog- 
ical conditions in which they have vegetated are 
nothing else but cancer. Irritation is the first stage 
of inflammation and is accompanied by heat and 
vaso-dilatation. It has been shown experimentally 
that irritation increases the assimilation, absorption, 
and karyokinesis of the irritated cells. This theory 
doubtless explains many of the phenomena of cancer 
and is the one strongly supported by the author. 

J. H. Skies. 


Levin, I.: The Mechanism of Metastasis Forma- 
tion in Experimental Cancer. J. Exp. Med., 
1913, XVili, 397. By Surg., Gynec. & Obst. 

In this investigation Levin undertook to study 
the influence of the host upon the development of 

metastatic tumors. Two inoculable tumors (a 

spindle-celled sarcoma and an adenosarcoma) of 

white rats were used. Levin concludes that the main 
factors in determining the frequency and localization 
of metastases are the character and malignancy of 
the tumor cell on one hand and the general and local 
susceptibility of the organism of the host on the 
other. These differences are not due to the ease 
of detachment of the cells of the primary tumor. 

The experiments also show that after radical re- 

moval of a cancer without local recurrence, inocula- 

tion of the same tumor into the original host will 
always be unsuccessful. The reverse is also true. 

This shows that when the organism possesses a 

certain amount of resistance it is able to neutralize 

the few cancer cells which must be left behind after 

the most radical operation and for the same reason 

metastases or secondary inoculations will fail to grow. 
James F. CHURCHILL. 


Hugo, E. W.: Trauma and Sarcoma (Trauma und 
Sarkom). Ziéschr. f. Hygiene, gericht. u. prakt. Med., 
1913, xlix, 716. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Hugo reports the occurrence of a tumor along the 
line of fracture of the upper arm, which he believes 
developed as the result of traumatism. The tumor 
was diagnosed by X-rays, six weeks after the fracture 
occurred, and disarticulation of the arm was done. 

The case fulfills all the conditions laid down by 

Coley and Theim to establish an etiolovical rela- 
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tionship between trauma and the appearance of the 
tumor. Coley’s requirements are that the tumor 
appear as a primary growth a comparatively short 
time after the injury and at the site where trauma 
was inflicted. It must also be known that the organ 
or member was healthy before the accident. Theim 
lays down the same conditions, and adds that if 
there exists a new growth at the time of injury, the 
development of which is hastened by the accident, 
the increase in size is about four times as rapid as 
in ordinary cases. KoEnic. 


Roussy, G.: Cholesteatomas (Les choléstéatomes). 
Bull. VAss. fran. p. Vétude du Cancer, 1912, v, 192. 
By Journal de Chirurgie. 

After a very minute study of 23 of his own cases 
of cholesteatoma in man and animals, the author 
shows that the term cholesteatoma at present in- 
cludes widely different kinds of tumors as to loca- 
tion, objective characteristics, and histological 
structure. The only characteristic they have in 
common is the presence of cholesterin crystals in 
their interior. 

The deposition of this material in the tissues in 
crystalline or liquid form represents an infiltration 
of fatty substance (cholesterin infiltration), which 
may be observed in inflammatory new formations 
as well as in true tumors. Certain effects of local 
deposition of cholesterin are well known, such as 
xanthelasma, arcus senilis, and atheroma. It must 
be admitted, therefore, that cholesterin infiltration, 
whether primary or secondary to microbic infection, 
may contribute to the formation of neoplasms be- 
cause of the morbid reactions it gives rise to in the 
tissues. 

The name of cholesteatoma is given to these 
neoplasms. So cholesteatomas caused by local 
deposits of cholesterin have the same relation to 
cholesterzemia as tophi have to uric acid intoxication. 
We cannot properly divide them into false and true 
cholesteatomas, the first being represented by 
degenerated inflammatory masses (those of the ear, 
for example) and the second by endotheliomas 
which have undergone cholesterin degeneration, 
such as those of the meninges. 

The cholesteatomas of the choroid plexus of the 
horse do not belong, as is generally thought, to 
tumors of the endothelium type, but rather to the 
class of false inflammatory tumors characterized by 
cholesterin infiltration. 

As to the cholesteatomas of the meninges of man, 
it is probable that they are tumors of variable 
nature and origin, frequently with secondary 
changes and almost always with cystic transforma- 
tion — tumors of the epithelium of the ependyma; 
epithelial tumors from foetal inclusion, a sort of 
epidermoid cyst of the brain; and perhaps also 
endotheliomas. The same thing is true of a series 
of other tumors, such as glandular epitheliomas, 
particularly those of the sexual glands, which often, 
especially in their embryonic form, show regions 
rich in deposits of cholesterin. 
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In short, there is no group of tumors with clearly 
enough defined anatomical and histological charac- 
teristics to deserve classification together under the 
name of cholesteatomas. The term should not, 
therefore, be used except in a purely morphological 
sense. JEAN CLUNET. 


Benedek, L.: Paraffinoma; with Report of a Case 
(Die Paraffinoma). Pest. med.-chir. Presse, 1913, xlix, 
221. By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


Paraffin tumors may arise from its injection in 
warm, liquefied form as well as from the application 
of the hard cold substance. On account of the 
irritation of this foreign body on the neighboring 
tissues a productive inflammatory reaction takes 
place. Paraffinomata are seldom seen, as they arise 
a long time after the injection and cause very little 
discomfort. The actual cause of their occurrence 
is still a matter of doubt. The amount of pressure 
exerted during this injection and the size of the mass 
injected may have some bearing on their develop- 
ment. 

The author reports a case that came under treat- 
ment for a paranoia. There was a paraffin tumor in 
each breast. The skin over the upper half of each 
breast was spotted bluish red for an area the size 
of the palm of the hand, and was firmly attached to 
a hard oval tumor about 2 cm. thick. From the 
upper part of each tumor arose eight to ten irregular 
nodules varying in size from that of a pea to that of 
a hazel-nut. An even larger number of nodules 
could be felt in the infra- and supraclavicular 
fossee, some of which were arranged like a string of 
beads, the axillary spaces being free, however. On 
account of the mental derangement the etiology was 
disputed, and two of the nodules were removed to 
confirm the diagnosis by microscopic examination. 
The section showed paraffin nests 40 to 50 ccm. 
in diameter, surrounded by well-defined laminated 
connective-tissue capsules, which here and there 
sent partitions toward the center of the little nodules 
and divided them into compartments. In the inter- 
stitial tissue there was marked round-cell infiltra- 
tion, mostly of lymphocytes. There was also a large 
number of giant cells in a network of young connect- 
ive-tissue fibres. There were very few blood-vessels. 

WoRTMANN. 


Hertzler, A. E.: Pathogenesis of Congenital 
Cystic Disease of the Parenchymatous Organs. 
Surg., Gynec. & Obst., 1913, xvii, 480. 

By Surg., Gynec. & Obst. 


Polycystic disease occurs in various organs, kid- 
ney, liver, pancreas, spleen, cerebral appendages, 
genito-urinary tract, etc., but has been adequately 
studied only in the kidney. The cysts in this organ 
have been considered by most writers to be due to 
the retention of fluid in the uriniferous tubules, the 
precise cause of retention being explained in two 


general ways: (1) Active pathological processes; 
(2) failure of union of the two parts in which the 
tubules are assumed to develop. 
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Hertzler rejects the retention hypothesis for the 
following reasons. The cystic contents are not urin- 
ous, but are similar to the contents of similar cysts 
elsewhere. The cysts are at no time tubular. In 
many cases the kidney substance in which the cysts 
lie is quite normal, thus ruling out occlusion by 
albuminous material, concretions, interstitial in- 
flammations, etc. Objections to the assumption of 
embryonal error are: (1) The genesis of the tubules in 
two parts is not beyond question; (2) there is no 
evidence of a failure of union between segments; (3) 
the cysts are not confined to the cortical zone; (4) 
there is no evidence that the contents are the result 
of secretion by renal epithelium. 

This negative evidence, together with the facts 
that papillary growth of the lining cells is frequent, 
and that the disease is progressive in character, leads 
to the assumption that the disease is a neoplastic one. 

Microscopically, the cysts may be surrounded by 
normal kidney tissue, particularly in infants, or by 
a zone of fibrous tissue, especially in adults dead of 
uremia; or they may be so numerous as to be sur- 
rounded only by a minimum amount of interstitial 
material. In the surrounding fibrous tissue are 
clefts lined by endothelium. The cyst wall itself 
consists of a layer of fibrous tissue lined by cells 
which vary in shape from flat to cuboid, but are 
always shorter in the vertical than in the transverse 
diameter. Masses of lymphocytes often occur about 
the cysts, suggesting miniature lymph-nodes. The 
contents are colloidal, with a fibrillar network con- 
taining a few cells. 

Polycystic disease in other organs corresponds 
entirely to that in the kidney, both in structure and 
contents, the latter in no case containing material 
peculiar to the respective organs. That the disease 
has a congenital basis may be inferred (1) from its 
early and often bilateral occurrence, (2) from its 
frequent association with other developmental errors, 
(3) from its tendency to appear in other members 
of the same family or in successive generations. One 
may assume, therefore, that polycystic disease is 
neoplastic, has a congenital basis and affects tissue 
which is common to all the localities mentioned. 

Polycystic disease is similar both in structure and 
cystic contents to certain other conditions which 
are undoubtedly lymphatic in origin; namely, cystic 
disease of the spleen and suprarenals, pararenal cysts, 
progressive cystic disease of tendon sheaths, cystic 
lymphangiomata of the tongue and skin. In those 
which are available for study, growth takes place 
by the formation of clefts lined with epithelium in 
the periphery, which later become cystic. These 
clefts are identical in appearance with those found 
in the connective tissue surrounding the cysts in 
polycystic disease. It seems probable, therefore, 
and clinical experience bears it out, that the progress 
of polycystic disease, for instance in the kidney, is 
similar to that which can be observed in cystic 
lymphangiomata of the tongue. Realizing that 
some of the premises are still under discussion, the 
author offers the following tentative propositions: 
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(1). Polycystic disease is identical in all the 
parenchymatous organs. (2) It resembles closely 
cystic formations which are known to be derived 
from lymphatic channels. (3) Polycystic disease 
probably develops from the lymph channels of the 
organs affected. 


Borst, M.: The Importance of Zoédlogical and 
Individual Relationship in the Transplanta- 
tion of Normal Tissues (Die Verpflanzung nor- 
maler Gewebe in ihrer Beziehung zur zoologischen und 
individuellen Verwandschaft). Tr. Internat. Cong. 
Med., Lond., 1913, Aug. By Surg., Gynec. & Obst. 

The transplantation of normal tissues and organs 
in the same individual (autoplastic transplantation) 
is always to be preferred to that between different 
individuals of the same species (isoplastic transplan- 
tation), and the latter is superior to transplantation 
between members of different species (heteroplastic 
transplantation). The result of any transplantation 
depends primarily on the different developmental 
stages of the graft and of the host. Isoplastic and 
heteroplastic transplantation especially give better 
results in embryonic than in mature tissue and are 
available within wider limits in plants and lower 
animals than in man. The natural relationship of 
species is shown clearly in heteroplastic transplanta- 
tion—in the higher animals it is unsuccessful. 

Biochemic differences, not only between individuals 

of different species, but between those of the same 

species, and even those of the same variety, offer 
obstacles to the success of isoplastic transplantation 
in the higher animals. These differences decrease 
with an increase in the degree of relationship within 
the species, therefore isoplastic transplantations 
between blood relatives have the best chance of 
success. The establishment of the fact of individu- 

ality in a biochemical sense is one of the most im- 

portant results of the experiments with the different 

methods of transplantation. Complete harmony in 
nutrition and function is found only in the tissues 
of one individual. A. Goss. 


Von Fiirth, O.: Problems of Physiological and 
Pathological Chemistry (Probleme der physiolo- 
gischen und pathologischen Chemie. Fiinfzig Vorle- 
sungen iiber neuere Ergebnisse und Richtungslinien 
der Forschung. Bd. i. Gewebschemie). Leipzig: 
Vogel, 1912. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


In a surgical abstract only those matters bearing 


on surgical questions will be considered. In regard 
to albuminous putrefaction, auto-intoxication still is 
not explained. ‘That there is an accumulation of 
toxic putrefactive products in the intestine during 
ileus is certain, but it has not been proven that an 
absorption of these products from the intestine 
takes place. Whether bile inhibits putrefaction also 
is questionable. The antiseptic action of the bile, 
however, has been disproven by the fact that micro- 
organisms thrive as well on bile media as on others. 
Important advances have been made in the colloid 
chemistry of muscle physiology. During muscular 
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activity the formation of acid within the muscle 
fibers produces changes in the osmotic relations and 
in the distribution of the water. This same change 
in the osmotic relation of the muscle is also held to 
be the cause of rigor mortis, since the disappearance 
of the rigor can be explained by the reversing of the 
same process. Severe muscular exertion and con- 
vulsions produce an early rigor, as each muscular 
contraction increases the quantity of lactic acid. 

In the chemistry of nerve substance the lipoids 
have assumed especial significance. Cholin, a 
substance found in the brain, is physiologically and 
surgically interesting. The action of many fresh 
organic extracts in decreasing blood pressure de- 
pends on its presence, especially thyroid extract 
and bowel extract in intravenous injections. In 
small doses it produces decrease in the coagulability 
of the blood and severe peristalsis of the bowel. 
Zuelzer’s ‘‘peristaltic hormone” probably exerts 
its action through the cholin present. 

The problem of blood coagulability has many 
interesting points unsolved. Whether the decreased 
coagulability of the blood in hepatic disease and 
after chloroform narcosis is due to a decrease in 
fibrinogen or due to substances inhibiting coagula- 
tion — antithrombin — remains unexplained. The 
increase in coagulability following severe loss of 
blood is due to the hydramia in which much throm- 
bokinase is washed into the blood-vessels from the 
surrounding tissues. Compression of the circulation 
of an extremity acts as a leucostyptic as a result of 
accumulation of thrombokinase incident to the 
venous congestion. Infusion of salt solution proba- 
bly increases the blood coagulability by washing out 
the thrombokinase from the tissues into the vessels. 
The best method is the administration of a number 
of cubic centimeters of a hypertonic solution. In- 
travenous injection of a starch paste is an excellent 
hemostatic and deserves trying out on man. 

Instead of stimulating the production of thrombo- 
kinase, it may be directly replaced by tamponing the 
site of hemorrhage with ‘“thrombokinase’’ powder 
or with extracts of spleen, thymus, liver, or with 
serum, or by the direct intravenous administration 
of normal human or animal serum. The action of 
calcium salts in promoting blood coagulability is 
also well known. The mechanism of the action of 
gelatin is unknown and disputed. The pathogenesis 
of hemophilia seems to be dependent on an anomaly 
of the thrombokinase production by the vessel walls. 
Interesting biochemic experiments in regard to 
inhibition of transudates and exudates by means of 
calcium salts may be of value in treatments. As the 
exit of the fluid from the blood into the tissues — 
producing urticaria, pleural effusions, or inflamma- 
tory exudates — is dependent on the coagulability 
of the blood, the formation of these exudates and 
transudates may be inhibited by the administration 
of calcium salts. The local application of lime water 
in burns is therefore based upon sound principles. 
The pathogenesis of rachitis consists in the fact 
that the osteogenetic tissue, in spite of the presence 
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of sufficient calcium salts, has become incapable of 
assimilation and deposition of the calcium. Rachitis 
and osteomalacia cannot be separated, though the 
pathogenesis of the latter is unknown. 

Beri-beri is probably due to a disturbance of the 
phosphorous metabolism of the liver incident to 
feeding on “white rice.” Very little is known in 
regard to the secretory function of the liver. Carbo- 
hydrates stimulate the secretion of bile the least, 
while meat stimulates it the most of all the food- 
stuffs. Introduction of acids into the bowel or the 
administration of biliary acid salts stimulates the 
secretion of bile intensely. Cholamia is due proba- 
bly to a disturbance of the liver function, an incom- 
plete breaking down of the albuminous products, 
rather than to a flooding of the organism with biliary 
substances. 

Stasis and infection are the principal causes of 
gall-stone formation. Cholesterin salts are formed 
if the cholesterin solvent — the biliary acid salts — 
are destroyed by bacterial processes or through 
autolytic processes in sterile bile. 

The biochemic investigations of the reproductive 
organs has resulted in some interesting discoveries. 
Early castration in man produces a persistence of 
the infantile type, delayed calcification of the 
epiphyses, persistent thymus, small thyroid, and 
enlargement of the hypophysis. Autoplastic trans- 
plantation of the testicle has been successfully 
performed on rats. The internal secretion of the 
testicle is not elaborated by the radio-sensitive 
parenchymatous cells but by the _ interstitial 
“‘Leydig”’ cells. The vitality of the spermatozoa is 
decreased by physiologic salt solution, and increased 
by alkalies, prostatic secretion, spermatic fluid, and 
blood serum. In women early castration causes a 
reversion to the heterosexual type. Implantation 
of ovaries from another species has been successfully 
performed in guinea pigs, rabbits, and in the human 
being. The internal secretion of the ovary is likewise 
elaborated by the stroma cells of the follicles and of 
the corpus luteum. Secretions of the male and 
female are not opposite in action, as is seen from the 
parabiosis of mice of different sexes. 

The kidney function is to-day divided into three 
distinct parts: filtration by the glomeruli, secretion 
by the secretory tubules, and reabsorption by the 
cortex. The newer methods of making functional 
tests of the kidney are practical only in regard to 
determining the specific gravity, total nitrogen 
excretion, sodium chloride excretion, and the excre- 
tion of foreign substances introduced. Carrel and 
Guthrie have successfully transplanted kidneys. 

In the last two chapters the author discusses 
neoplasms. The histologic and genetic separation 
of both of the principal groups cannot be adhered to 
any more. Mice carcinomata can be converted into 
sarcomata. The curative action of radium may be 
explained by the disintegration of cancer cells, the 
destruction of cell ferments and by the activation oi 
autolytic ferments. The antiferment reaction is no 
specific for cancer. Normal serum dissolves canccr 
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cells, a peculiarity not invested in the serum of 
cancer patients. This serum reaction is only an aid 
to the clinical diagnosis. The ability to grow normal 
and pathological tissue is of tremendous significance 
for the study of the cancer problem. The immuniza- 
tion against malignant tumors with curative serum 
and “‘epitheliotoxins”’ has led to no practical results. 
Vaccination with non-virulent virus of hemorrhagic 
mice tumors, as well as the immunization with 
normal tissue parts, are accomplishments of very 
recent date and offer splendid prospects. ‘The work 
may be recommended to every surgeon for practical 
orientation. KLOSE. 


SERA, VACCINES, AND FERMENTS 


Von Ruck, K.: Relative Value of Living and 
Dead Tubercle Bacilli; and Solutions of Their 
Endotoxins in Active Immunization Against 
Tuberculosis (Uber den relativen Wert lebender 
und toter Tuberkelbacillen und deren Endotoxine in 
Lésung bei aktiver Immunisierung gegen Tuberku- 
lose). Beitr. z. Klin. d. Tuberk., Wiirzb., 1913, xxvii, 353. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The author gives his own experience in immuniza- 
tion begun in 1896, and discusses Friedmann’s pub- 
lication, which claims to have obtained cures in even 
progressive cases of tuberculosis by immunization 
with living tubercle bacilli from cold-blooded ani- 
mals. Von Ruck, 1896, used an aqueous solution of 
tubercle bacilli with the fatty constituents removed, 
after grinding and several months’ maceration. 
After several years of comparative experiments 
with different tuberculins on partial antigens, and 
after further experiments on animals in the light of 
modern serologic achievements, he has returned to 
the old aqueous extract, since it contains all the 
constituents of the tubercle bacilli, including their 
nucleo-proteins and fat content free in the solution. 
A single dose brings about in the short time of four 
to five days the appearance of all partial ambocep- 
tors in sufficient quantity to give the serum of the 
patient complete lytic power and to destroy the 
virulence of the tubercle bacilli. Since this vaccine 
is effective, it is not necessary to use an antigen of 
living tubercle bacilli, as he shows from the litera- 
ture, this is not without danger. 

He then discusses the theoretic principles of 
methods of immunization with living non-virulent 
bacilli or their endotoxins in their relation to the 
practical specific prophylaxis of tuberculosis. He 
has given more than 700 injections of his vaccine to 
children and adults, most of whom had been shown 
by previous examination to be tubercular. Clinical 
examination of them afterward, in connection with 
experiments on animals, have shown that this meth- 
od yields all that can reasonably be expected of 
immunization. In regard to the curing of progres- 
sive cases of tuberculosis, in spite of Friedmann’s 
claims, he takes a decided stand against optimistic 
hopes regarding the use of endotoxins of bacilli or 
non-virulent bacilli, even of cold-blooded animals, as 
a means of treatment. STAMMLER. 
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Brandweiner and Hoch, O.: Gonorrhoeal Vac- 
cines (Mitteilung iiber Gonorrhéec). Wien. lin. 
Wehuschr., 1913, XXxvi, 1304. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

Autogenous gonococcus vaccines produce a 
stronger local reaction than either monovalent or 
polyvalent virus from other sources. Allogenous 
polyvalent vaccines produce more marked reactions 
than the monovalent, and in this respect sometimes 
resemble the autogenous vaccines very closely. The 
assumption that there are differences in the strains 
of gonococci is thus confirmed. Polyvalent vaccines 
of different sources but from the same manufacturers 
give about the same local reaction with equal dosage. 

BLANCK. 


Von Dungern and Halpern: Complement-Fixa- 
tion Reaction with Cerebrospinal Fluid in Car- 
cinoma (Uber Komplementbindungsreaction mit 
Liquor cerebrospinalis bei Carcinom). Muinchen. med. 
Wehnschr., 1913, 1x, 1923. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

The authors used acetone extract of the red blood 

cells of a paralytic without the addition of sodium 
hydroxide as an antigen, and also a heart extract. 
The fluid, which was free from blood, was used in 
doses of from 0.4 to 0.5 cc. Five cases of carcinoma 
showed positive reaction in the cerebrospinal fluid, 
though there was no disease of the central nervous 
system. Syphilis was the only other condition that 
showed a positive reaction. The fluid of syphilitics, 
however, reacted at the same time with heart ex- 
tract, and the pure carcinoma cases did not. In 
carcinoma the possibility of a general infection must 
be considered. KREUTER. 


BLOOD 


Stewart: Studies on the Circulation in Man. 
VII. The Blood Flow in the Feet. J. Exp. Med., 
1913, XVili, 354. By Surg., Gynec. & Obst. 

Stewart found that the blood flow in the feet is 
smaller per unit of volume of the part than in the 
hand, the ratio of foot flow to hand flow per 100 ccm. 
of the part usually ranging in normal persons be- 
tween 1 to3 and 1to 2. In the supine position, with 
the legs hanging down, the flow in the feet seems to 
be somewhat greater than in the sitting position. 

James F. Cuurcui.t. 


Stewart: Studies on the Circulation in Man. 
VIII. The Blood Flow in the Feet, with Special 
Reference to Fever. J. Exp. Med., 1913, xviii, 372. 

By Surg., Gynec. & Obst. 

In the cases of fever investigated, the flow in the 
feet never exceeded the normal flow and was usually 
much below the normal. It is suggested, in explana- 
tion, that in fever cases the vasoconstrictor mecha- 
nism of the peripheral parts, especially of the skin, is 
abnormally excited and some evidence that this is 
the case is presented. The significance of this in- 
creased cutaneous vasoconstriction is assumed to be 
that it is a compensatory arrangement which secures 
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an increased flow of blood for the organs mainly 
suffering from the infective process. Accordingly, 
the rational treatment of pyrexia, if it is considered 
necessary to treat it, is to abstract heat by a process 
which will not diminish but even increase the 
cutaneous vasoconstriction. This condition is ful- 
filled by the cold bath. Antipyretic drugs which 
act by cutaneous vasodilatation would seem, for the 
same reason, to be contra-indicated. 
James F. CHURCHILL. 


Cooley, T. B.: 
Disorders. 


The Treatment of Hemorrhagic 
J. Am. M. Ass., 1913, |xi, 1277. 
By Surg., Gynec. & Obst. 


Cooley reviewed the many theories as to the 
underlying etiology in the so-called haemorrhagic 
disorders. He believes, in view of the large volume 
of work along this line, that temporary or permanent 
absence of some one of the clot elements is the usual 
cause of the persistence of hemorrhage in these con- 
ditions, and that different elements fail in different 
conditions, if not in different cases of the same con- 
dition. 

He reaches the following conclusions: 

1. Blood therapy of some kind is the best remedy 
we have for hemorrhagic conditions. 

2. In hemophilia blood-serum seems to have a 
specific action so far as checking the hemorrhage is 
concerned. It may be used as a prophylactic meas- 
ure, as well as to stop existing hemorrhage. Fresh 
human serum probably is to be preferred. 

3. In purpura, melena and other toxic conditions, 
in which various blood elements have been shown to 
be lacking, none of the serums is always effective, 
and there are good theoretical and clinical reasons for 
believing that whole blood should be preferred, not 
only to stop the hemorrhage, but for a possible 
curative effect on the underlying disease condition. 

4. Transfusion is not really a difficult procedure. 
It is deserving of extended trial, not as a last resort 
but as the first treatment in any of the hemorrhagic 
diseases of toxic nature. R. W. McNEALY. 


Noland, L., and Watson, F. C.: Embolism and 
Thrombosis of the Superior Mesenteric 
Artery. Ann. Surg., Phila., 1913, lviii, 459. 

By Surg., Gynec. & Obst. 

The authors report a case of irreducible inguinal 
hernia, which upon opening showed gangrene of 
eight feet of ileum. There was no strangulation at 
either ring. The gut was resected and a Murphy 
button anastomosis performed. The patient died four 
days later. At autopsy, it was found that union had 
not begun at the site of anastomosis. 

On opening the heart, a vegetative thrombus the 
size of a ten-cent piece was found situated just above 
the aortic valve. 

Arteriosclerosis and endocarditis are cited as the 
most common causes of embolism and thrombosis. 
There is no characteristic symptom-complex. The 
diagnosis is rarely made before operation. 

The condition must be differentiated from intesti- 
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nal obstruction, perforations of gastric and duodenal 
ulcers, acute cholecystitis, appendicitis associated 
with acute peritonitis, angina sclerotica abdominalis, 
acute pancreatitis, lead or renal colic, etc., etc. It 
simulates intussusception. 

Intussusception occurs in children in 56 per cent 
of the cases, while embolism and thrombosis occur 
after middle life, in cases presenting cardiac and 
vascular changes. The disease occurs in one of two 
ways: It simulates (a) intestinal obstruction with 
or without general peritonitis; (6) intestinal hamor- 
rhage. 

The authors quote Gerhardt, whosays: “A typical 
case should present the following symptoms: A 
source for the embolus; profuse intestinal hemor- 
rhage unaccounted for by a lesion of the intestinal 
wall, or obstruction of the portal circulation, charac- 
teristic paroxysmal pain, ileus, and the presence of 
fluid in the abdomen, rapid fall in temperature, and 
a large palpable mass between the layers of the 
mesentery.” 

The mortality in 47 reported operated cases 
(Jackson, Porter, and Quinby) is 92 per cent. 

According to Merkel over 150 cases have been 
reported, fatal in nearly every instance. 

Lucian H. Lanpry. 


POISONS 


Mayo, C. H.: Local Foci of Infection Causing 
General Systemic Disturbances. Med. Herald, 
1913, XXXii, 370. By Surg., Gynec. & Obst. 

Our real knowledge of the specific organisms which 
cause the great majority of diseases covers a period 
of but few decades. The fact that there were such 
was assumed long ago, as evidenced by preventive 
medicine in vaccination against smallpox. 

There are three methods of bacterial invasion: 
First, by continuity of tissues, as in the eye, ear, and 
sinuses; second, by ingestion; and third, by direct 
entrance into tissues and lymphatic channels. 
Looked at from every point of view, the mouth may 
be said to be the greatest portal of entry for pyo- 
genic organisms. Pyorrhoea is responsible for the 
entrance of many infections in youth, and as age 
advances it becomes a most serious menace. Some 
degree of bacteremia probably exists in all infectious 
diseases, the blood being the principal focus of 
infection, with local manifestations in various 
organs, mucosa, or skin. 

Protozoa or intestinal parasites play their part 
in the exhaustion of the vital forces by the develop- 
ment of toxins which are the cause of many chronic 
diseases. 

The total number of instances in which infection 
takes place by way of the skin is small as compared 
to that of the alimentary canal. 

There probably is no area of equal size which is a 
greater menace to the health of children than the 
tonsil, an open lymphatic gland in the mouth, the 
drainage of which passes through lymphatic chan- 
nels into the venous system. 
























Southard, E. E., and Canavan, M. M.: Bacterial 
Invasion of Blood and Cerebrospinal Fluid by 
Way of Lymph-Nodes; Findings in Lymph- 
Nodes Draining the Pelvis. J. Am. M. Ass., 
1913, lxi, 1526. By Surg., Gynec. & Obst. 


This is the fourth paper in a series on the same 
general subject. The present paper is an endeavor to 
throw light on the curious fact observed by Gay 
and Southard that, whereas 41 per cent of the bloods 
remain sterile with the methods used, only 28 per 
cent of the cerebrospinal fluids remain sterile. 
This work has nothing to do with the controversy 
between the “‘intravitalists’”’ and the “post-mortal- 
ists’’ as to the meaning of the bacteria grown from 
the cadaver. The authors are led to the conclusion 
that bacteria from whatever source might enter the 
blood, infect the meninges, die out in the blood and 
persist in the cerebrospinal fluid. It is also conceiv- 
able that organisms may in some way enter the 
cerebrospinal sheath from lymph-vessels without 
passing through the blood. The solution of this 
problem is not undertaken in this work. The results 
are tabulated in four tables which show the source 
and the bacteria found. Nine cases are briefly re- 
ported. 

The authors reach the following conclusions: 

1. This continuation of their former work shows 
that the cerebrospinal fluid (72 per cent) still leads 
the heart’s blood (68 per cent) in percentage of 
positive cultures (routine, aerobic methods, post- 
mortem material). 

2. Pelvic lymph-nodes led both blood and cere- 
brospinal fluid (75 per cent). 

3. This possibly is due to the great percentage of 
pelvic lesions in the present series (20 out of 25 
cases; 15 of the 20 showing organisms in the pelvic 
lymph-nodes). 

4. It is still uncertain whether these findings 
indicate ante-mortem or post-mortem invasions. Of 
course an acute or chronic lesion may conceivably 
help the penetration of organisms from without. 

5. If, as seems likely, the invasions are intravital 
or agonal, then it would appear that the pelvic 
lymph-nodes are accustomed to harboring many 
bacteria. 

6. Whether this habit of receiving more organisms 
than other nodes induces any superiority on the part 
of these nodes in respect to their power of digestion, 
they cannot say. If so, a rationale for Fowler’s 
drainage position might be imagined. Such a ration- 
ale would be superior to saying that the pelvic peri- 
toneum is a better filter than others or is differently 
constructed from peritoneum elsewhere. 

7. The pelvis, often subject to acute and chronic 
disease in the insane, appears to supply its lymph- 
nodes with very numerous bacteria. Some of these 
are saprophytes, some doubtless pathogens. They 
are often found in the cerebrospinal fluid post-mor- 
tem, even when absent in the blood (destroyed?). 
The pelvis compares, under the random conditions 
studied, with the intestinal tract in its habit of sup- 
plying bacteria to regionary lymph-nodes. Perhaps 
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the pelvis surpasses the intestinal tract, since the 
latter’s lymph-nodes happened to be studied during 
an epidemic of intestinal disease which provided 
an excess of secondary invaders. 

8. The hypothesis of a route of meningeal in- 
vasion by way of the blood receives added support 
from this work, although the possibility of more di- 
rect invasion must be considered. 

Epwarp L. CorNELL. 


ELECTROLOGY 


Clendening, L.: The Use of the X-Ray in the 
Diagnosis of Diseases of the Chest and Ab- 
domen. JN. Y. M. J., 1913, xcviii, 664. 

By Surg., Gynec. & Obst. 

The author discusses the subject from the clinical 
viewpoint. His observations, made with the help 
and guidance of Skinner, were chiefly with the 
fluoroscope. The fluoroscope has the advantage 
over the plate in that it permits examinations within 
a short time; a portion of the field can be minutely 
examined with the closed shutter, and movements 
can be observed. Aside from actual diagnosis the 
X-ray may teach the clinician certain phases of 
physiology and pathology, such as the wave of the 
heart beat, the action of the auricles, the pulse of 
the aorta, the movements of the diaphragm, the 
position of the fluid in pleural effusion, the action 
of the remains of the contracted lung in pneumo- 
thorax, the emptying of the bronchiectatic cavity 
on coughing, the act of swallowing, the peristalsis 
of the stomach, the method the stomach employs 
of emptying its contents into the duodenum, the 
physiology of vomiting, the normal anatomy of the 
large intestine, and the action of enemas. To a 
physical examination of the heart the X-ray can 
add little of real value in a given case. In the use 
of the X-ray in examination for pulmonary tuber- 
culosis he distinguishes between early, middle, and 
late cases. 

In middle and late cases, where the clinical 
diagnosis is usually already quite satisfactory, 
the X-ray gives the most data. However, even 
in the early cases with only slight infiltration limited 
to the apex or a small part of one lobe, the fluoro- 
scope may be of value. Though no distinct shadow 
be seen, when the patient takes a deep breath the 
apices do not light up as in health, the diaphragm 
on the affected side does not move through so wide a 
space, and the tuberculosis heart may be present; 
that is to say, the small heart hanging vertically 
in the chest and close to the midline. The X-ray 
should always be used in obscure cases, for one 
single sign may throw the balance, and it is always 
possible that the radiological examination may 

Its negative evidence, too, 
the physical examination 


furnish that last straw. 
is comforting 
reveals nothing. 

Pleural effusion casts a shadow on the screen 
and the pathological anatomy of this condition 
has been illuminated by the studies of Engel- 
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bach and Carman. In lung abscess the X-ray is of 
first-rate importance. In every case of continued 
fever after the crisis of a lobar pneumonia, where 
the diagnosis of pus in the pleural sac is not readily 
established, a radiograph should be taken. This 
will show the cases of interlobular empyema, ob- 
scure lung abscess, and delayed resolution. 

By a single examination of the stomach after a 
bismuth meal we can learn the shape and size of the 
stomach, the tone of the gastric muscle, the rate of 
emptying the stomach, whether there is stasis or not, 
whether there is any growth into the lumen of the 
stomach, such as carcinoma, whether or not there 
is any constriction of the lumen-hourglass stomach. 
In early, simple gastric ulcer the X-ray is merely an 
adjunct to a well-taken clinical history. Chronic 
ulcer may show stenosis. Perforating ulcer may 
show the characteristic diverticulum. 

ALBERT MILLER. 


Czerny, V.: The Non-Operative Treatment of 
Cancer (Zur nichtoperativen Behandlung des 
Krebses). _ Verhandl. d. Gesellsch. deutscher Natur- 
forsch. u. Arzte, 1913, ii, part 2, 125. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author describes cases that were freed from 
malignant new-growths by non-operative means. 
A woman, operated upon six times for sarcoma of 
both superior maxilla, was energetically treated 
with réntgen rays. Eight years later she was still 
free from recurrences. The results obtained in three 
cases of epithelioma prove that superficial cancers of 
the skin can be cured by mesothorium, radium, and 
réntgen rays. A carcinoma of the lower lip, an 
epithelioma of the right temporal region, and a 
carcinoma of the left temporal region were treated 
by electric-light rays. A female patient with a 
cancerous growth which hung from the tip of the 
nose and made the ingestion of food almost impossi- 
ble, and who had also a rodent ulcer at the outer 
angle of the nose, was treated with a Forest needle 
and mesothorium with such good results that it was 
possible to leave her to the care of her family again. 

Two lupus carcinomata were cured by fulgura- 
tion and another by the réntgen rays. An appar- 
ently sarcomatous tumor of the parotid region, 
treated twice by radical operation, recurred. It 
was cured by injections of salvarsan into the tumor 
and gluteal region. It seems, however, that lues 
was not definitely excluded. A primary round-celled 
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sarcoma in the region of the lachrymal gland was 
benefited by salvarsan and réntgen rays. In this 
case the glands on both sides of the neck were the 
size of a pigeon egg. The glands decreased in size 
and the primary tumor was operated upon by the 
osteoplastic method. The protrusion of the eyeball 
recurred and the treatment was supplemented by 
the injection of cholin with such good results that a 
complete cure is expected. 

An apparently inoperable involvement of the 
lymph-glands after sarcoma was cured by thorium-X 
injections into the glands, followed by treatment 
with réntgen rays. The patient has been free from 
signs of recurrence for six months. An epithelioma 
nuchz was removed from one patient with a Forest 
electrocaustic needle, and a perfect healing fol- 
lowed. Two cancers of the breast adherent to the 
ribs were healed by electric-light rays and fulgura- 
tion. An advanced recurrence of inoperable type 
in a carcinoma of the stomach was treated by 
réntgen rays and has remained healed for two years. 
This case, the author claims, is the best evidence he 
can offer in favor of the healing of cancer by means 
of réntgen rays applied with sufficient intensity. 
Another case shows with what good results an almost 
inoperable gastric carcinoma at the cardia can be 
treated by the electrocautery and réntgen rays. 
With a carcinoma of the scrotum all operative pro- 
cedures had failed. Curetting followed by fulgura- 
tion succeeded in producing a flat scar, but only six 
weeks later, iocal recurrences and internal metastases 
took place. A carcinoma of the abdominal wall 
following an operation for carcinoma of the splenic 
flexure was removed with a Forest needle, and heal- 
ing followed. Death occurred after several months, 
however, from metastases in the liver. A cylindrical- 
celled carcinoma of the rectum, which on account of 
its extent could not be completely removed by 
operation, was treated after excision by fulguration. 
At the end of two and one-half years, the patient 
was still free from recurrences. 

Mesothorium and thorium-X, when used in cases 
of ulcerative cancers, often bring about a caseous 
breaking down and a flattening of the granulations. 
The action of borcholin and selenvanadium on 
tumors and testicles of animals is discussed. In the 
case of tumors, hyperemia and hemorrhage begin 
the process of resorption. The spermatozoa are 
destroyed at the point at which the cholin is injected. 

COLLEY. 














UTERUS 


Berczeller, I.: A Palliative Treatment of Inop- 
erable Cervix Carcinoma with Powdered 
Sugar (Palliative Behandlung inoperabler Portiocar- 
cinome mit Zuckerstaub). Zentralbl. f. Gynik., 1913, 
XXXVii, 852. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author considers the local use of powdered 
sugar a suitable and convenient method of palliative 
treatment. The foul odor is decreased, the lochia 
diminished, haemorrhage lessened, and the appear- 
ance of the carcinomatous area is improved. The 
patient steadily gains strength. It is advisable to 
use this method also before operation. The cervix 
is brought into view by means of a speculum and 
sponged dry. The speculum is filled partly with 
powdered sugar and an iodoform tampon is inserted. 
This is repeated daily, or two to three times a week. 

MORALLER. 


Ries, E.: Theoretical and Practical Foundations 
of a Radical Operation for Carcinoma of the 
Cervix Uteri. J. Am. M. Ass., 1913, Ixi, 1266. 

By Surg., Gynec. & Obst. 

The title explains the contents of the paper. Our 
knowledge of cancer is built on clinical and patholog- 
ical observations. Cancer in its beginning is a purely 
local disease. It invades the host in two ways: first, 
by continuity, and secondly, by metastases. Con- 
tiguous growths invade lymph-channels early and 
regularly, the blood circulation rather incidentally 
and less frequently. The primary tumors and the 
metastases degenerate and become infected. As 
long as the cancer is confined to the primary focus, 
the removal of a block of tissue which contains all of 
the cancer eliminates the latter. If colonies have 
become established, the removal mass ought to com- 
prise the original tumor and all the metastases and 
all intervening tissue as well; in other words, a pre- 
requisite of a radical carcinoma operation is that of 

a continuous rather than a non-continuous dissec- 

tion. The dissection of the carcinoma block in 

carcinoma of the breast is the best example of con- 
tinuous dissection and the results are very fair. 

Inherent and accessory risks in cancer of other parts 

of the body limit the immediate success of the 

operation, though continuous dissection might 
improve the remote results. The accessory risks, for 
instance, in the cervix cancer are the anesthetic, and 
infections carried in from outside, but the gravest 
accessory risk in carcinoma of the cervix is that of 
sepsis from the infected primary tumor brought 
about by tearing of the cervix or from crumbling 
lymph-nodes or from lymph-vessels in the neighbor- 
hood. The inherent risks are hemorrhage, injury 
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to the uterus, and production of large wounds in the 
connective tissue. Another weak point in our 
cervical cancer operation is the unavoidable breach 
in the principle of continuous dissection. To avoid 
the latter, it would be necessary to include part of 
the ureters and also the pelvic diaphragm and the 
paracolpium. But this means greater demands on 
the tolerance of the patient. However, at present, 
we have no reliable means of determining before- 
hand the limits of this tolerance in individual cases. 
Operative mortality and remote results therefore 
have the tendency to show an inverted ratio. The 
better the surgeon’s technique, the greater things 
he may dare. In conclusion, it is to-day wrong and 
unscientific to withhold the chance of operation 
from any patient with cancer of the cervix, and this 
in spite of all risks which the operation involves. 
HENRY SCHMITZ. 


Herzfeld, B.: A Contribution to the Statistics of 
Carcinoma of the Uterus (Ein Beitrag zur Statistik 
des Carcinoma uteri). Peltersb. med. Ztschr., 1913, 
XXXV4ii, 107. 
By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 
Of 7947 female out-patients treated during ten 
years, 153 had cancer of the uterus. Of these 57, or 
37.2 per cent, were still operable and 96, or 62.8 
per cent, inoperable. The small number of operable 
cases Herzfeld attributes to the delay of the patients 
in seeking medical aid, and he hopes that an im- 
provement will occur as a result of the propaganda 
instituted by the Baltic Physicians’ Congress. A 
small increase (10 per cent) in the operable cases 
has occurred since this congress. KOHLER. 


Broun, L.: Cancer of the Uterus; Importance 
of Early Diagnosis. N.Y. St. J. Med., 1913, xiii, 
e032. By Surg., Gynec. & Obst. 


The author quotes Frederick L. Hoffman, 
statistician of the Prudential Insurance Company of 
America. Hoffman states that cancer is becoming 
more prevalent in the United States every year, and 
that now its death toll is greater than that of 
tuberculosis. In the United States the death rate 
per annum is 75,000; for the civilized world, nearly 
half a million. Among men between the ages of 
45 and 64 the proportion of deaths from cancer is 7 
per cent, among women 16 per cent. Cancer of the 
stomach and liver is equally prevalent in men and 
women, but cancer of the breast and generative 
tract is what causes the greater percentage of cancer 
among women. 

Certain occupations, especially those in which 
persons are exposed to coal soot and products of 
coal combustion seem to predispose to cancer. 














158 


The author quotes Cullen, Winter, and Wertheim 
as regards extension of cancer from the uterus and 
discusses Schauta’s extensive vaginal operations. 

Wertheim’s abdominal operation is also taken up. 
Broun believes that Wertheim’s vaginal and para- 
metric clamps are of value in avoiding a possible 
sepsis or venous bleeding. From the statistics of 
Wertheim, 19.5 per cent of all cases of cancer of the 
uterus are cured; of Schauta, 16.1 per cent; while the 
author states that a simple hysterectomy cures only 
about 8 per cent. 

Faure’s classification of uterine cancer is accepted, 
and the author concludes that by education of the 
people, early diagnosis will enable more lives to be 
saved by operation. EUGENE Cary. 


Weibel, W.: The Clinical Position of Carcinoma 
of the Corpus Uteri (Die klinische Stellung 
des Carcinoma corporis uteri). Arch. f. Gyndk., 1913, 


C, 135. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Carcinoma of the body of the uterus is relatively 
rare. At the Wertheim Clinic only 67 cases have 
been operated upon in 14 years; two cases were 
inoperable and one refused the operation. That 
makes a total of 70 cases as compared to 1500 
cervical cancers, 714 of which could be operated 
upon. The ratio of cancers of the body to those of 
the cervix is therefore 5:100, and if only the operable 
cases are considered 9.5:100. Among the symptoms 
hemorrhage takes the first rank. The primary 
mortality was 104 per cent. Twenty-four per cent 
had never been pregnant. There appears to be a 
large number of multipare among the cases of cancers 
of the body. The most essential difference between 
cancers of the cervix and the body lies in the 
fact that in carcinoma of the body the parametrium 
is involved in only 16 per cent, whereas in cervical 
carcinoma it is involved in 55 per cent. Recurrences 
took place in 20 of the 67 cases of cancer of the 
body, and these were usually local. Permanent 
cures varied from 51.2 per cent to 60 per cent. The 
radical abdominal operation is to be preferred. 

KLEIN. 


Candela y Pla, M.: Surgical Treatment of Uterine 
Cancer (Chirurgische Behandlung des Uteruskrebses). 
Crén. méd., Valencia, 1913, xxv, 97. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Wertheim’s operation does not fulfill all the re- 
quirements of the surgery of uterine cancer. The 
complexity of the problem and the lack of positive 
indications as a basis for the determination of 
operability render the collection of statistics so 
difficult that the requirements of critical investi- 
gators are not satisfied. The radical operation, 
involving the cleaning out of the pelvis, is of pro- 
phylactic importance only in cases where the 
infiltration of the gland nodes and cellular tissue 
is not yet cancerous. Under these circumstances 
the total extirpation of the uterus with the vaginal 
vault either abdominally or vaginally may give 
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just as good results, without the added danger of the 
extended operation. In cases at the limit of opera- 
bility an extended Freund’s operation with the 
removal of the parametrium no wider than neces- 
sary for the enucleation of the uterus from its normal 
attachments, and of the vaginal vault by the ther- 
mocautery and the use of Wertheim’s forceps, is 
acceptable. The secret of a cure is an early diagnosis, 
more so in cancer than in any other disease. A 
general international vote would find the followers 
of Wertheim’s operation in the minority. Phy- 
sicians are requested to join the movement, which 
originated in Germany, to improve the curability 
by early diagnosis. MICHAEL. 


Giant Myomatous Cysts (Zur 
Zentralbl. f. 


Von Lingen, L.: 
Kasuistik der Riesenmyomcysten). 
Gyndk., 1913, XXXvii, 1109. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


The case was one of giant myomatous cyst in 
which a diagnosis of an ovarian cyst had been made. 
The weight of the tumor was 4514 pounds, including 
the cystic fluid. It originated from the posterior 
wall of the uterus; the anterior wall was free from 
the tumor in plastic manner. 

The author points to the rarity of these tumors. 
According to the genesis these tumors are divided 
into (1) lymphangiectatic, (2) degenerative, due 
to a necrobiotic process in a solid tumor, (3) solid 
tumors originating, according to von Recklinghausen, 
in remains of the wolffian duct. Microscopically, 
this tumor proved to be lymphangiectatic in origin. 

Markus. 


Thomson, J. W.: Tuberculosis of the Uterus. 
Lancet, Lond., 1913, clxxxv, 1000. 
By Surg., Gynec. & Obst. 


The author reports a case of tuberculosis in the 
body of the uterus in a girl aged 20. At the age of 
13 she was operated on for dysmenorrhoea. Her 
appendix was removed at 18. Her main symptom 
was frequent, urgent, and painful micturition. A 
large amount of pus containing colon bacilli was 
found in the urine, but no tubercle bacilli. Both 
ureters were thickened, the right more markedly. 
A communication was found to exist between the 
bladder and uterus. On separating the uterus from 
the rectum an aperture one inch in length was left 
in the rectum. The lumen of the rectum was 
narrowed as in Jellet’s case. There was a serous 
line of demarcation between the healthy cervix and 
the body of the uterus. The histological study by 
Stewart showed the typical lesions of tuberculosis. 

C. H. Davis. 


Miiller: The Findings in Recurrent Hzmor- 
rhages after R6ntgenization (Befund bei Rezi- 
divblutungen nach Réntgenbestrahung). Monatschr. 
f. Geburtsh. u. Gynék., 1913, Xxxviii, 397. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Hezmorrhages reappeared in a myomatous patient 
after a menopause of seven months. Bleeding con- 
tinued in spite of another application of the X-ray. 














At the patient’s request operation was performed. 
Two intramural myomata were found in the uterus 
and the ovaries showed senile change. Microscopic 
examination revealed myomatous tissue, a normal 
endometrium, and atrophic ovarian tissue. The 
cause of the recurrence was the presence of a rem- 
nant of functionating ovarian tissue; hence a con- 
tinuation of the réntgenization would have led to 
the desired cure. Miiller recommends therefore 
that two or three treatments be given after the cessa- 
tion of the hemorrhages. ZINSSER. 


Sanes: Is Membranous Dysmenorrhcea Caused 
by Endometritis? J.Am.M. Ass., 1913, lxi, 1433. 
By Surg., Gynec. & Obst. 

Sanes uses the term ‘‘menstrual membrane”’ in- 
stead of ‘‘membranous dysmenorrhcea” since the 
passing of membranes during menstruation is not 
always accompanied by pain. It is a much more 
common condition than is generally supposed. 

Shreds and epithelium are invariably found in 
clots. Desquamation of the vagina, and even skin, 
have also been observed by some authors during 
menstruation. 

Basing his descriptions of the endometrium on the 
authoritative statements of Milnes, Marshall, 
Heape, Leopold, Westpholen, Young, Hitchman, 
Meerdervoort and many others, he classifies the 
histology of the normal endometrium as follows: 

I. Quiescent stage: During which the epithelial 
cells lining the surface of the mucosa and glands 
show considerable difference in their shape, size, and 
nuclei. The glands appear straight or slightly 
tortuous in regular and almost parallel rows. Each 
gland is surrounded by a network of spindle-shaped 
connective-tissue elements, and outside of it by the 
stroma. The stroma appears as a soft protoplasmic 
mass, imperfectly differentiated into cells. The 
blood supply of the superficial surface of the mucosa 
consists of capillary tracts, running parallel to the 
surface epithelium. 

2. Premenstrual or constructive stage: Serous 
infiltration of the upper layer of the mucosa. 
Round-cell infiltration and capillary congestion in 
the stroma. The glands become very much dilated 
and more tortuous, their lumina are filled with 
mucus, and in some places also with leucocytes and 
red cells. These glands are found only in the deep 
layers of the mucosa. The superficial layer is poor 
in glands, thus forming two layers in the endome- 
trium, an upper compact one and a lower spongy 
one. 

3. Destructive or menstrual stage: Arterial 
congestion leads to the dilatation of the superficial 
capillary tracts. Vascular pressure is increased. 
Migration of the red cells occurs, and the flow is 
established. The mucosa is destroyed to a various 
degree and also carried off as shreds and débris. 
The denudation, according to most authorities, is 
due to a mechanical cause. 

The extravasation and accumulation of blood in 
the spongy layer of the endometrium loosens and 
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separates this lower layer from the upper compact 
and more resistant one, which is then expelled under 
the influence of uterine contractions during men- 
struation. The menstrual membrane presents a 
varied appearance, both grossly and microscopically, 
and this not only in different persons and at different 
periods, but in the same person during the same pe- 
riod. Generally, the picture is that of the degenera- 
tive changes occurring in the upper layer of the 
endometrium during the premenstruai stage. As 
to the pathology, at present there are no clinical or 
microscopic evidences to show that the exfoliation of 
the mucous membrane is due to an inflammation 
of the endometrium or to any disease in the adnexa, 
which are found normal in many cases of mem- 
branous dysmenorrhecea. 

Neither is sterility a necessary sequel. All these 
conditions may be associated with menstrual mem- 
branes, but are neither the cause nor result of them. 
It is further shown that certain species of female 
monkeys, whose endometrium undergoes similar 
changes during menstruation to those of the human 
female, expel uterine membranes at each menstrual 
period. If it is physiological in one case, why not in 
the other? As a theory for the cause of greater 
denudation in some persons than in others, the 
author suggests that the action of the ovarian 
hormone which normally produces menstruation is 
more intense in some cases than in others, or that the 
susceptibility of that individual is greater, thus 
bringing about more destruction of the endometrial 
mucous membrane in these cases. 

L. RoBINE GOLDSMITH. 


Watkins, T. J.: Infantile Type of Uterus with 
Dysmenorrheea. Surg., Gynec. & Obst., 1913, xvii, 
461. By Surg., Gynec. & Obst. 

The author gives the result in the treatment of 

sixty severe cases which required hospital attention. 
The early ones were treated by using tents repeated- 
ly until free dilatation was obtained. The later ones 
were treated with an intra-uterine stem, which is a 
silver tube made in various sizes. This is felt to be 
better than the tent, as its use is attended by less 
danger of infection and can be worn for a longer 
time. The tube is inserted under strict antiseptic 
precautions and is worn from one to three months. 
It is sutured in place. The principle of the treat- 
ment is that the tube stimulates uterine develop- 
ment. There were sixty cases studied, but in only 
thirty-one was it possible to follow the cases up to 
the present time. Of the 31 cases fifteen were cured; 
ten improved and six not benefited. 


Martin, F.H.: Prolapse of the Uterus. J.Am.M. 
Ass., 1913, Ixi, 1246. By Surg., Gynec. & Obst. 
Martin recommends his modification of the 
Diihrssen-Watkins-Wertheim anterior transposition 
operation and a restoration of the levator ani 
muscles as the most modern and satisfactory for 
descent of the uterus. It is an ideal procedure for 
In child- 


women past the child-bearing period. 
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bearing women, if justifiable by the severity of the 
condition, he renders the patient sterile by interrupt- 
ing the tubes. His modification consists in dissecting 
free the vesico-uterine ligament. The bladder is 
carefully elevated to the level of the top of the fundus 
of the uterus. The cervical ends of these bands are 
severed, appropriately shortened, crossed upon each 
other to make a support for the bladder, and the 
ends are securely transplanted into the fundus of the 
uterus just in front of the crest. The anterior vag- 
inal wall is closed. After the fundus has been de- 
livered, he inspects the sacro-uterine ligaments. A 
pair of 8-inch artery forceps are thrust through the 
base of each broad ligament, at the level of the 
internal os, and from a point in front of the cervix 
from within the longitudinal vaginal incision into 
the cul-de-sac of Douglas. The sacro-uterine fold is 
grasped at a point about one-third of the distance 
from its uterine end and the fold is drawn through 
the route of the forceps on either side of the cervix. 
The latter is pushed upward and backward and the 
folds of the ligament are secured firmly in front of 
the cervix. The fundus is then fixed by the vesico- 
uterine ligaments as heretofore described. The leva- 
tor ani muscle suture completes the operation. Mar- 
tin avoids amputation of the cervix wherever possi- 
ble. He desires to have the cervix riding well back 
of the reconstructed perineum to aid in preventing 
the uterus paralleling the vagina. 
HENRY SCHMITZ. 


Montgomery, E. E.: Vagino-Uterine Prolapse 
and Its Effective Treatment. J. Am. M. Ass., 
1913, Ixi, 1245. By Surg., Gynec. & Obst. 

The diseased and distorted uterus is removed and 
prolapse of the bladder and rectum is prevented by 
suspending these organs from the upper surface of 
the broad ligament. The possibility of a cystocele 
following the operation is obviated by the inter- 
position of the levator ani muscles. Montgomery 
claims that by this procedure the normal length of 
the vagina is preserved. HENRY SCHMITZ. 


Kaarsberg, L., and Seedorff, M.: Genital Pro- 
lapse and Especially the Results of the 
Treatment (Der Genitalprolaps mit besonderer 
Riicksichtnahme auf das Resultat der Behandlung). 
Versamml. d. Nord. chir. Vereins, Kopenh., 1913. 

3y Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Following a short historical introduction, in which 
the authors in the main accept the Halban and 
Tandler theory of genital prolapse, although they, 
like Martin, attach more significance to the con- 
nective tissue than do the former, they present 
their own material. Two hundred and ninety-nine 
patients were operated upon between 1897 and 
1912. It was possible to determine the condition 
of 292 of these. Three of these died later. The 
others are divided according to the method of 
operation as follows: Schauta-Wertheim operation 
44 times with 7 partial recurrences; vaginal fixation 
and plastic operation 7 times with no recurrences; 
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colporrhaphy and colpoperineorrhaphy or anterior 
colporrhaphy 126 times with 27 recurrences; colpo- 
perineorrhaphy (incomplete rupture) 54 times 
with 4 recurrences; Tait’s or Watkins’ method 
for complete rupture 27 times, with one complete 
failure and 3 cases of partial incontinence; vaginal 
plastic operation and antefixation by laparotomy 
20 times with one recurrence; and extirpation of the 
uterus and plastic operation on the vagina 11 times 
with 4 recurrences. 

With the Schauta-Wertheim operation no recur- 
rence with cystocele took place; in all cases of failure 
cervical hypertrophy took place. In regard to the 
technique employed, the authors since 1907 per- 
formed an extensive separation of the bladder and a 
high colpoperineorrhaphy with suture of the levator. 
The Olshausen method of ventrofixation was 
employed almost exclusively. S. A. GAMMELTOFT. 


Gammeltoft: Results of the Treatment of 
Genital Prolapse in the Gynecological Depart- 
ment of the Obstetrical Hospital and in the 
Gynecological Department of the Reichs Hos- 
pital (Resultate der Behandlung des Genital pro- 
lapses in der gynikologischen Abteilung der Entbind- 
ungsanstalt und der gynikologischen Abteilung des 
Reichshospitals). Versamml. d. Nord. chir. Vereins, 
Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The material consists of 150 cases operated upon 

between 1900 and 1912. Six patients died as a 

result of the operation. The operative mortality, 

therefore, was 4 percent. One hundred and thirty- 
two patients were re-examined; of these 5 died 
later, the result of the operation not being known. 

Of the remaining 127 there are 81 completely suc- 

cessful, 17 partially successful cases, and 24 recur- 

rences. In 3 cases the operation was successful, but 

a cervical hypertrophy developed later. The 17 

partially successful cases are those in which the 

patients have only slight symptoms and those in 
which a subjective cure resulted, but in which the 
objective findings were only partially successful. 

Of the recurrences, 13 were anterior colporrhaphies 
and colpoperineorrhaphies, 4 cases operated upon 
by Westermark’s method, 3 by Schauta-Wert- 
heim’s, and 2 with a vaginal plastic operation and 
an Olshausen’s fixation. The Schauta-Wertheim 
operation was performed 5 times, in 2 with good 
results and in the others with recurrences. Wester- 
mark’s lateral colporrhaphy was performed rr times. 

Of the 8 cases re-examined, 4 were successful and 4 
had recurrences. The poor results were probably 
due to the fact that the technique used was wrong 
until Westermark himself demonstrated it at the 
clinic in August, 1912. ‘Twenty cases of displace- 
ment of the uterus were treated by plastic operations 
on the vagina. Of these only 2 had recurrences. 

Both were fixed by Olshausen’s method. In those 

patients who were operated upon by Doleris’ or 

Alexander Adams’ methods, no recurrences resulted. 

For the abdominal fixation methods, therefore, there 

were only ro per cent of recurrences, whereas for the 
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vaginal plastic methods alone there were 20 per cent. 
Eleven of the patients operated upon were delivered 
of full-term children. Two were delivered with 
forceps and had recurrences. Of the remaining 
9, one had the sensation of prolapse but no recur- 
rence, and one had a recurrence. 

In regard to the technique the author recommends 
careful separation and lowering of the bladder. In 
addition a high colpoperineorrhaphy is advised. The 
levators should not be exposed but should be grasped 
with deep carrying sutures. Since ventrofixation or 
ventrosuspension has been performed more _ fre- 
quently the results have improved; among the last 
50 cases there were only 9 per cent recurrences. 
Extended colporrhaphy combined with abdominal 
fixation or suspension seems to offer the best results. 


MGller, O.: Results of Operations for Genital 
Prolapse (Resultate von Operationen wegen Genital- 
prolaps). Versamml. d. Nord. chir. Vereins, Kopenh., 
1913. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The material comprises 260 patients treated from 
1894 to 1912. It was possible to trace 220 of these 
patients. Since 1899 the methods of Simon, Hegar, 
and Tait have been employed, and since 1909 suture 
of the levator ani and the Schauta-Wertheim opera- 
tion in some cases. Double plastic operation on the 
vagina was employed in 124 cases, with recurrence in 
14.5 per cent; a marked improvement is noticeable 
since the levator ani suture has been performed. 
Colpoperineorrhaphy was performed in 43 cases 
with recurrences in 23.1 per cent. These poor 
results are probably due to the fact that formerly 
not enough attention was paid to slight degrees of 
descent of the anterior wall and beginning cysto- 
celes. 

The Schauta-Wertheim operation was performed 
in 25 cases; in only 14 of these has sufficient time 
elapsed for observation, and in one of them recur- 
rence took place, the patient being 71 years old and 
the uterus atrophic. Ventrofixation accompanied 
by plastic operation on the vagina was employed 
in 15 cases, but was unsatisfactory. If the Schauta- 
Wertheim operation can be performed it should be 
given the preference. The procedure is less dangerous 
and the stay in the hospital considerably less. The 
Tait operation for complete rupture was performed 
21 times. Four of these were improved, 12 cured, 
and 5 did not return for re-examination. 

S. H. GAMMELYoOFT. 


Polak, J. O.: A Study of the End-Results of the 
Baldy-Webster Operation. J.Am.M.Ass., 1913, 

Ixi, 1430. By Surg., Gynec. & Obst. 
Polak discusses the principles of uterine support 
and the action of its supporting ligaments, describes 
the action of the Baldy-Webster operation and its 
ellect on the position of the ovaries, and demon- 
strates his technique for the operation. He has 
studied the records of 400 operations performed in 
his clinic from January 1, 1908, to January 1, 1913, 


and renders the following summary: 24 patients 
have been lost track of, leaving 376 for analysis. 
Two hundred and two, or more than 50 per cent, 
have perfect pelves, the uterus is in normal position 
and free from adnexal or parametrial inflammations. 
One hundred and sixty of this number have com- 
plete relief of all pelvic symptoms. Thirty-nine 
complain of pelvic pain, burning sensation over the 
lower abdomen, and menstrual pain. Three have 
died from causes independent of the operation, 
before or soon after leaving the hospital. Of the 
remaining 174, fourteen have had secondary opera- 
tions for pelvic or abdominal conditions. The intra- 
abdominal pathological conditions in each have 
been carefully studied. These have shown (1) un- 
equal development of the ligaments with lateral 
version of the uterus; (2) enlarged, prolapsed ova- 
ries, due to elongation of the utero-ovarian ligament 
and adhesions; (3) adhesions of the sigmoid to the 
ligamentous loop; (4) oedema of the round ligaments 
from constriction with subsequent adhesions to 
intestines; (5) if the uterus is large and sinks in the 
intestinal loops, the ovaries are thrown upward and 
inward and become adherent to one another behind 
the uterus, forming a sensitive mass. These findings 
have been constant in the reopened cases. In 32 
patients, the uterus had relapsed and was found 
retroverted and prolapsed, carrying the ovaries 
with it. Thirty are wearing pessaries. Eighteen 
are unimproved. Ten have lateral version and pain 
in the side toward which the uterus is drawn. Six- 
teen have prolapsed and cystic ovaries. Two have 
ovaries lying anterior to the broad ligament. 
Twenty-six have thrombosis of the pelvic veins. 
Twenty have had children subsequent to the 
operation. Twenty-two have aborted. In all, 42 
pregnancies occurred from which observations 
could be made. No complication of labor has been 
recorded; only one delivery has required forceps. 
Fourteen of the pregnant women have had great 
pain and discomfort during the first trimester; 
only four relapses have followed labor. 

The operation should not be selected for heavy 
uteri with the cervix in the axis of the vagina. It is 
successful when the uterus is small, the cervix points 
backward, and the ligaments are equally developed. 

HexryY SCHMITZ. 


Childe, C. P.: Suggestions for the Technique and 
Performance by a New Method of Wertheim’s 
Abdominal Panhysterectomy. Proc. Roy. Soc. 
Med., 1913, vi, Obst. & Gynec. Sect., 330. 

By Surg., Gynec. & Obst. 
The author points out that the patients operated 
on by the Wertheim method are often lost through 
infection. Their resistance is lowered from the 
disease; two extensive wounds are exposed to 
infection; the pelvic wound is open to the external 
surface by way of the vaginal canal; Retzius’s space 
is freely opened and a dead space leit after the 
operation, all of which favors infection. 
The patient, anesthetized for the operation, is 
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placed in the lithotomy position and all the soft 
growth removed with scissors and sharp spoon. The 
raw surface left is thoroughly cauterized with 
Paquelin’s cautery. The vagina is then scrupulously 
dried and painted with iodine. Finally the vagina 
is tightly packed with dry sterile gauze, one end of 
which is left hanging out of the vagina. This gauze 
is removed just before opening the vagina. 

The author emphasizes the following points in 
the operative technique: 

1. Secure perfect hemostasis if possible. 

2. Leave no foreign bodies such as ligatures in the 
wound. 

3. Use no gauze for drainage. 

He employs only four silk ligatures, one for each 
ovarian and one for each uterine artery. For the 
rest he depends upon the use of a heavy crushing 
clamp and the cautery. When hemostasis is not 
complete gauze may be packed in the pelvis and 
left for 24 hours. C. H. Davis. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Keep, C.: Two Cases of Solid Pedunculated Papil- 
loma of Ovary. Proc. Roy. Soc. Med., 1913, vi, 
Obst. & Gynec. Sect., 284. By Surg., Gynec. & Obst. 

The author reports two cases with photographs 
of the specimens and microscopical sections of the 
growths. The chief points of interest in these cases 
seem to be: (1) The bundles of long, wavy, fibrous 
tissue composing the stroma, which in no way re- 
sembles the short fibres of ovarian stroma and 
ovarian fibromata; (2) The attachment of each 
tumor by a distinct pedicle to an otherwise apparent- 
ly healthy and active ovary. 

The author could find no reference in the literature 
to any ovarian tumor possessing these character- 
istics. He believes that the tumors arise from an 
embryological area such as the Miillerian duct or 
the pronephros. The Pathological Committee re- 
ported: ‘‘We have examined the specimens and 
sections and agree with the description given by the 
author. We are of the opinion that the growth has 
originated in the ovary, and is not of Miillerian 
origin.” C. H. Davis. 


Lizcano, P.: Inflammation of the Adnexa and 
Neurosis, from a Surgical Standpoint (Adnex- 
entziindung und Neurose vom operativen Stand- 
punkt). Siglo méd., 1913, Ix, 193. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb, 


To secure positive results in the treatment of 
chronic disease of the adnexa a very minute general 
and local examination is necessary. The condition 
of the nervous system exerts such an intense influ- 
ence on the functions of the genital system that these 
‘“‘pseudo-uterine” patients are often subjected to 
unnecessary local treatment. On the other hand, 
the bad influence to which such nervous conditions 
are exposed by changes which, even on bimanual 
palpation, are of little apparent importance must not 
be overlooked. A condition which is at times 
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important, is the sclerotic ovary with its character- 
istic pathological changes, of an unknown but not 
bacteriological origin, and which shows on palpation 
a slightly enlarged, not adherent, firm organ with 
small cysts on its surface. These findings are sig- 
nificant in the interpretation of local disturbances as 
causes of general symptoms. An operation is 
justifiable in all such cases if the uterine treatment 
is unsuccessful. MICHAEL. 


Wallart, J.: So-called Salpingitis Isthmica 
Nodosa (Weiterer Beitrag zur sogenannten Sal- 
pingitis isthmica nodosa). Zéschr. J. Geburtsh. u 
Gyndk., 1913, Ixxiii, 77. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The patient, a nullipara 54 years old, died from 
embolism of the pulmonary artery following throm- 
bosis of the left femoral vein. A spindle-shaped 
mass, 14 mm. long, 6 to 7 mm. thick, of firm con- 
sistency was found in the left tube close to its 
insertion into the uterus. A cyst was found in the 
right ovary and numerous subserous, submucous, 
and intramural myomata were detected in the 
uterus. It was suspected that the tumors were 
multiple adenomyomata of the uterus according 
to von Recklinghausen. The tumors were micro- 
scopically examined in serial sections. The uterine 
tumors were myomatous and not adenomyomatous, 
as there were no traces of epithelial inclusions. The 
tumor of the tube, however, presented in its center 
an adenofibromyoma or salpingitis isthmica nodosa. 

It consisted of muscle and connective-tissue fibers 
running in all directions, within which were embedded 
numerous arteries and veins and epithelial forma- 
tions of many different varieties. The epithelial 
structures were disseminated downward into the 
interstitial portion of the tube and uterine muscula- 
ture and also into the loose tissue of the mesosalpinx 
at the isthmic portion of the tube. There was no 
connection between the epithelial tumor cells and the 
mucosa of the tube. The epithelial tubes extended 
over Miiller’s duct into the wolffian body. There- 
fore the suspicion that the epithelium originated 
from the mesonephros was suggested. Remnants 
of the wolffian body were found in both ovaries. 

Signs of former and still existing inflammatory 

processes, round-cell infiltration, and abscess were 

found in the tube. Therefore the theory of meso- 

nephritic origin had to be rejected in favor of a 

purely inflammatory one. A purulent process in 

the tubal wall caused a displacement of the tuba 
mucosa into the external layers of the wall. The 
displaced mucous membrane elements continued to 
proliferate and led to the formation of the tumor. 
BRETZ. 


Somers, G. B., and Blaisdell, F. E.: The Anat- 
omy and Surgical Utility of Sacro-Uterine 
Ligaments. J. Am. M. Ass., 1913, lxi, 1247. 

By Surg., Gynec. & Obst. 
This is a study of the structure and function of the 
sacro-uterine ligaments based on the comparative 
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anatomy of guinea pigs, Belgian hares, cats, dogs, 
and monkeys, and the application of a surgical 
shortening of the same for the correction of retro- 
flexed uteri. The sacro-uterine ligaments are 
peritoneal folds containing muscle and fibro-elastic 
tissue. These are intimately related, so that it is 
difficult to decide which should be included in and 
which excluded from the true ligaments. These 
structures in the lower animals are not, however, 
sacro-uterine but recto-vaginal. The peritoneum 
forming the folds is much thicker than the surround- 
ing peritoneum. The hypertrophy is confined to 
the fibrous layer. Within the stratum fibrosum, 
and therefore distinctly within the peritoneal iayer, 
were found a number of small fasciculi of unstriped 
muscle fibers derived from the myometrium. The 
muscle fibers pass to the fold attached to the vagina 
and on backward toward the rectum, always within 
the fibrous layer of the peritoneum. This observa- 
tion is thought to be new, and it is suggested that 
this muscle be called the true recto-uterine muscle. 
This arrangement is not only found in lower animals 
but in the human female, but here the structures are 
not recto-vaginal but sacrouterine. The fibro- 
elastic tissue is contained within the parametrium 
just beneath the plica sacro-uterine. It is a con- 
densation zone of the fascia endopelvina. The 
course of the fibres is from the cervix toward the 
presacral fascia. This is the sacro-uterine ligament, 
which may be considered the fibro-elastic suspenso- 
rium of the uterus. With these ligaments are inter- 
mingled muscle fibres derived from the uterus. 
When these latter contract they pull on the sacro- 
uterine ligament, i.e., the fibro-elastic network, and 
raise the uterus. It should be termed the levator 
uteri muscle to distinguish it from the recto-uterine 
muscle mentioned above. In studying the course of 
the fibro-elastic network within the peritoneal fold 
it was found that a distinct mass of fibers ran from 
the anterior two-thirds of the sacro-uterine fold 
down to the vault of the vagina. The function of 
these fibers is to sustain the vault-like character of 
the posterior and lateral fornices. 

Conclusions: The true sacro-uterine ligament 
is quite distinct from the peritoneal folds. In func- 
tion, it is inseparably connected with the peritoneal 
folds and the muscle fasciculi. The musculo-fibrinous 
character of the peritoneal folds renders them chiefly 
supporting. The fibro-elastic structures preserve 
the normal position of the uterus and vaginal vault. 
The levator uteri muscle raises the uterus in response 
to reflex stimuli. The surgical adaptability of these 
structures is assured by their accessibility, by their 
ligamentous character, and by their lifting the cervix 
on being shortened. The operation is performed by 
exposing the insertions of the ligaments by a circular 
incision around the cervix. The ligaments are iso- 
lated from the surrounding structures by blunt dis- 
section. The shortening is performed by doubling 
the ligaments or by sewing them to each other, or by 
separating them from their attachment and sewing 
them to a new portion. Henry SCHMITZ. 
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Vogel, F.: Traumatic Rupture of Vagina with 
Prolapse of the Small Intestines (Traumatische 
Scheidenruptur mit Diinndarmvorfall). Miinchen. med. 
Wchnschr., 1913, lx, 1326. 

By Zentralbl f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The patient, 68 years old, had had a prolapse since 
the first labor, which finally increased to the size 
of two fists. 

She suffered a severe injury to the prolapse which 
was followed by a protrusion oi the bowels causing 
severe pain. The patient wrapped the bowels in 
pieces of paper which she found lying about. 
When an examination was made an hour later, 
the patient was in a state of shock, the pulse 
was 115, the abdominal wall retracted and a pro- 
lapse the size of two fists was found studded with 
decubital ulcers. On the posterior surface of the 
prolapse a laceration 4 cm. long was seen from 
which a mass of ileum protruded, which was the 
size of a man’s head. The adherent pieces of paper 
were removed by normal saline irrigation. ‘The 
bowel was replaced without pain and without 
anesthesia and with the patient in the knee-elbow 
position. . The uterus and adnexa also were replaced. 
The true pelvis was drained and the vagina tam- 
poned. A profuse evacuation of the bowel occurred 
during the following night. Besides tympany, 
nausea, vomiting on the fourth day, and fever up to 
ro1° F., no other signs of peritoneal irritation oc- 
curred. The rupture healed within four weeks. 

PONFICK. 


Ludwig, F.: Uretero-Vesico-Vaginal Fistula After 
a Criminal Abortion (Ureterblasenscheidenfistel 
nach kriminellem Abort). Ziéschr. f. urol. Chir., 1913, 


1, 459. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author describes a_ uretero-vesico-vaginal 
fistula caused by a bougie passed violently into the 
vagina several times for the purpose of producing 
an abortion. A small vesico-vaginal fistula was 
produced and likewise one from the ureter to the 
bladder which was demonstrated cystoscopically. 
The vesico-vaginal fistula was closed by an abdom- 
inal operation with satisfactory results for three 
months, but, as a result of trauma, dribbling of 
urine recommenced at that time. Examination 
showed that there was no longer a vesico-vaginal 
fistula, but, as a result of a paravesical abscess, 
communication had been established between the 
right ureter and the vagina, which necessitated a 
nephrectomy. WEIBEL. 


Mattissohn: Prognosis of Infantile Gonorrhoeal 
Vulvovaginitis (Die Prognose der Vulvovaginitis 
gonorrhoica infantum). Arch. f. Dermat. u. Syphil., 
1913, Cxvi, 817. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Mattissohn advocates an active treatment in 
infantile gonorrhceal vulvovaginitis. The duration 
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of the disease varied from 95 days to almost 11 months 
in his cases. Besides the vagina and vulva, the 
urethra was also treated without any regard to the 
finding of gonococci. The cervix, however, was 
never treated. In acute infections absolute rest 
in bed and cold applications are used for the first 
two weeks, then irrigations with 2 per cent albargin, 
14 to 1 per cent protargol, or o.2 per cent ichthargan 
are used. As soon as the discharge becomes serous 
and examination of it gives negative findings, 
irrigations with silver albumin preparations and 
astringents, such as zinc chloride or alum in weak 
solution, are alternately used. The author re-exam- 
ined 31 former patients, some as late as five years 
after the treatment. In 13 cases a profuse secre- 
tion was present and in 8, or 26 per cent, gonococci 
were again found. The results obtained are better 
than those in adult women. An ascending infection 
was never seen. The author inclines to the opinion 
of Cahen-Brachs that a resistance to the advance 
of the gonococci is furnished before puberty by the 
firmly closed external os uteri. The prognosis, 
therefore, is more favorable in infants and girls than 
in menstruating women on account of the limitation 
of infection to the lower genital tract. Hotste. 


Dry Treatment of Leucorrheea (Die 


Puppel, E.: 
Fortschr. d. 


Trockenbehandlung des Fluor albus). 
Med., 1913, XXxi, 714. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. sd. Grenzgeb. 
The dry treatment of leucorrhcea consists in the 
use of yeast or bolus or a combination of both, 
termed xerase. A milk glass speculum is inserted 
into the vagina, the latter wiped clean and the 
powder blown in by a powder blower, known as a 
siccator. The use of this instrument should not be 
trusted to the patient, as has been done with the 
irrigator. A minute description of the treatment of 
leucorrhoea in virgins, of acute and chronic gonor- 
rhoea, and of chronic pelvic infections is given. 
Von MILTNER. 


Thoma, F.: The Etiology of Genital Atresias 
(Zur Atiologie der Gynatresien). Monatschr. f. Ge- 
burtsh. u. Gynék., 1913, XXxviii, I. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Thoma investigated the formation of vaginal 
atresias based on the studies of Felix concerning the 
development of the female genital organs. He 
opposes Nagel’s opinions on this subject and Veit’s 
theory of the acquired causation of most of the 
genital atresias, and concludes as follows: All 
vaginal atresias are acquired in which (1) the history 
shows a vulvovaginal inflammation, (2) which show 
the result of such inflammation in scars, frequently 
associated with irregularities in the form of the 
occlusion, or (3) which show retention of secretions. 

All those cases are certainly congenital which are 

recognized soon after birth by the symptoms of 

retention of secretion. In addition those cases are 
congenital which show anomalies of development 
other than vaginal atresia, as, for instance, defect- 
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ive development of the vestibule, unusual breadth 
of the urethral meatus, malformations of the uterus, 
etc., provided that none of the first mentioned 
points are present. Other cases of vaginal atresia 
for which the above mentioned factors do not hold 
good cannot be etiologically classified at present, 
but it must be accepted that in the great majority 
of cases they also are congenital. Regarding the 
origin of hematosalpinx, Thoma again disagrees 
with Veit. According to the latter. the cause 
of hematosalpinx accompanying vaginal atresia is 
always some infection, usually the same one which 
causes the atresia. According to Thoma the 
absorptive power of the pelvic peritoneum is 
decreased by the collection of blood in the genital 
organs, the peritoneum being kept in a condition of 
chronic irritation by the repeated, intermittent 
entrance of menstrual blood, which leads to the 
formation of adhesions. 

Infection by continuity from neighboring organs, 
by ascent, or by way of the blood or lymph-vessels 
is rarely a causative factor. HEUCK. 


MISCELLANEOUS 


Gizelt, A.: Chemical and Physiological Proper- 
ties of Extracts from Organs, Determined by 
Experiments with Extracts from the Uterus, 
Ovaries, Placenta, and Foetus (Uber einige 
chemische und physiologische Eingenschaften der 
Organextrakte auf Grund von Versuchen iiber Ex- 
trakte von Uterus, Ovarium, Placenta, und Feetus). 
Arch. f. d. ges. Physiol., 1913, clii, 562. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
While normal blood coagulates after six to seven 
minutes, organic extracts from the uterus, placenta, 
and ovum bring about coagulation in a few seconds, 
even when they are obtained 24 hours after the death 
of the animal. The cause of this coagulation is 
thrombokinase, which, together with vasodilatin, is 
found in the juices of the organs. If the vasodilatin 
is removed by keeping the juices for a long time at 
room temperature or in the thermostat, the coagu- 
lation of the blood takes place more quickly. Ex- 
tracts from the same organs prepared with hydro- 
chloric acid show beyond question the presence of 
vasodilatin, as shown by experiments on dogs. By 
the use of methyl alcohol, vasodilatin can be ob- 
tained from extracts of the uterus, ovary, placenta, 
and foetus. The toxicity of the organic extracts are 
shown in two ways. First, extensive coagulation of 
blood is caused by the action of thrombokinase and 
the lack of vasodilatin; and second, the vasodilatin 
causes death by reducing the blood pressure to zero 
through slowing of the circulation. STOLZ. 


Crile, G. W.: Some Newer Methods of Reducing 
the Mortality of Operations on the Pelvic 
Organs. J. Am. M. Ass., 1913, xi, 1501. 

By Surg., Gynec. & Obst. 
The reclamation of a patient handicapped by 
hypertension or hypotension has been and is one of 
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the most cogent surgical problems. Mortality rates 
would be high were they based only on operations on 
patients with hypertension or hypotension, the 
result of infection or organic diseases. Crile believes 
that even these patients may be operated on suc- 
cessfully, not only without fatal end results but 
without the familiar train of disastrous sequela. If 
operations on handicaped patients can be _ post- 
poned safely, the underlying causes of the hyper- 
tension or hypotension may often be successfully 
combated by physiological rest, diet, and special 
therapeutic measures, and the patient put in a con- 
dition in which operation may be safely attempted. 

Our problem is, (1) to discover what may be the 
special risks when operations cannot be postponed, 
and (2) to evolve means by which these risks may be 
obviated or minimized. The natural sequela in 
hypertension cases are embolism, thrombosis, renal 
insufficiency, angina, pneumonia, and cardiac fail- 
ure, due to psychic as well as physical strains. The 
seat of danger must therefore be found at the final 
point of meeting of both psychic and physical im- 
pressions — that is, in the brain tissue. If no trau- 
matic impulse could reach the brain, and if all 
emotional stimuli connected with the operation 
could be removed or reduced to a minimum, then 
the dangers of operation would be only those which 
would result from the local injury inflicted. Brain- 
cell exhaustion and the disastrous effect of the pres- 
ence in the body of increased amounts of energizing 
products of internal secretion would be prevented. 
This is brought about by Crile’s method of anoci- 
association, which cuts off all nocuous or noci- 
associations from the brain. The procedure includes: 
(1) The lessening of the pre-operative psychic strain 
by the administration of solacing drugs; (2) the 
administration of a general inhalation anesthetic 
to obviate harmful impressions during the course of 
the operation; (3) the progressive use of a local 
anesthetic to prevent passage to the brain of trau- 
matic stimuli from the field of operation; and (4) the 
use of a local anesthetic of lasting effect that the 
tissues may be kept relaxed and that painful after- 
effects may be eliminated or minimized. 

Patients with hypotension have brain cells al- 
ready weakened by the anemic condition. The 
definite and efficient remedy for the condition is 
direct transfusion of blood, which may be done sever- 
al days before, just before, during, or immediately 
after the operation. Otherwise the technique is the 
same as for patients with hypertension. 

The anesthetic should receive more careful con- 
sideration. Crile does not use ether on account of 
certain disadvantages enumerated, but makes 
nitrous oxide the anesthetic of choice because it is 
devoid of harmful after-results and serves as a 
measurable protection against shock. 

The technique in abdominal operations follows: 
An hour or so before operation 1/6 grain of morphine 
and 1/tso gr. of scopolamine is given hypodermat- 
ically to produce solace and quiet. After the nitrous 
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oxide anesthesia is completed, the division of tissues 
is preceded by nerve-blocking by means of infiltra- 
tion with 1:400 solution of novocaine. Each division 
of tissue in the course of operation is preceded by 
the injection of the local anesthetic. After incision 
of the peritoneum the latter is injected with a 0.5 per 
cent solution of quinine and urea hydrochloride. This 
infiltration minimizes post-operative wound pain 
and post-operative gas pain. In the absence of 
cancer or acute infections, the meso-appendix, the 
base of the gall-bladder, the uterus, the mesentery, 
and any portion of the peritoneum may be blocked 
with quinine and urea hydrochloride. 

In performing a hysterectomy the broad and 
round ligaments are infiltrated with novocaine before 
division, and again before the wound is closed the 
stumps may be completely infiltrated with quinine 
and urea hydrochloride. Novocaine infiltration of 
stomach and intestines is not necessary on account 
of absence of noci-ceptors. The results are that no 
matter how extensive the operation, or how weak the 
patient, or what part is involved, if anoci technique 
is perfectly carried out the pulse-rate at the end of 
the operation is the same as at the beginning. ‘The 
post-operative rise of temperature, the acceleration 
of the pulse, the pain, the nausea, the distention, 
are minimized or wholly prevented. In conclusion, 
the effect of anoci operation on the morbidity and 
mortality are given. In 729 abdominal sections a 
mortality of 1.7 per cent was found, and in 1000 
operations including every risk in general surgical 
practice the mortality has been 0.8 per cent. 

HENRY SCHMITZ. 


Albeck: Deranged Function of the Female Blad- 
der (Untersuchungen iiber der Funktion der weiblich- 
en Urinblase). Versamml. d. Nord. chir. Vereins, 
Kopenh., 1913. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Albeck examined 250 gynecological patients as 

to the action of the bladder and also made bacteri- 
ological examination of the urine. In 130 of these 
patients, that is more than half of them, there was 
residual urine. Of the 120 without residual urine, 
16 had bacteria in the urine; of the 130 with residual 
urine, 12 had pyuria, and 64 had bacteria in the 
urine. The influence of residual urine in urinary 
infection is, therefore, important. Residual urine 
is found very frequently in gynecological diseases. 
Defective function of the female bladder has here- 
tofore been attributed to obstruction of the outlet, 
but Albeck shows that the explanation is generally 
to be found in the bladder itself, the obstruction 
being due to displacements caused by abnormal 
position of the genital organs; displacement by 
tumors; formation of adhesions between the bladder 
wall and the genitalia; or in atony of the bladder 
wall from senility; or on account of operations in 
which vessels or nerves were injured; or from hyper- 
distention of the bladder wall, which frequently 
occurs during the puerperium. S. A. GAMMELTOFT. 
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Chaput: Extra-Uterine Pregnancy; the Impor- 
tance of Violent and Repeated Pain; Supra- 
Uterine Hematocele (Contribution a |’étude da la 
grossesse extra-utérine. Importance des crises doulou- 
reuses violentes et répétées. L’hématocéle supra- 
utérine). Revue de gynéc. et de chir. Abdom., 1913, Xx, 
545- By Journal de Chirurgie. 


Chaput reports two cases of ruptured extra- 
uterine pregnancy in which diagnosis was partic- 
ularly difficult because of the absence of physical 
signs in the abdomen. In the first case there was 
no cessation of the menses, and the violence of the 
pains suggested perforation of the stomach. The 
softness of the cervix suggested pregnancy and 
threatened abortion. In the second case there were 
crises of violent pain and cessation of the menses. 

As there were no signs of internal hemorrhage or 
pelvic swelling, extra-uterine pregnancy did not at 
once suggest itself, and the diagnosis of uterine 
pregnancy with threatened abortion seemed most 
probable. Chaput arrived at the diagnosis of extra- 
uterine pregnancy from the fact that, after a con- 
siderable hemorrhage, which would have been 
marked by the completion of the abortion if there had 
been uterine pregnancy, the pains continued with- 
out hemorrhage, without fever and without open- 
ing of the cervix; moreover, in spite of a careful 
curettage the crises of violent pain reappeared. 

The diagnosis of ruptured extra-uterine pregnancy 
may be made when there is no sign of hemorrhage, 
hematocele or disturbance of the menstrual flow, 
if there are violent pains in the region of the ovary, 
appearing spasmodically with intervals of comfort, 
and returning stubbornly, no matter what treatment 
is used. He notes an anatomical peculiarity in the 
second case. The blood was encysted, forming a 
tumor the size of a fist, but it could not be felt 
through either vaginal fornix. It capped the body 
of the uterus, not being in contact with the pelvic 
walls at any point. GrorGces LABEY. 


Ferguson, R. T.: Extra-Uterine Full-Term Opera- 
tion with Recovery. J. So. Car. M. Ass., 1913, ix, 
27% By Surg., Gynec. & Obst. 

The author reports a case in which he operated, 
with recovery, where an interstitial tubal pregnancy 
went to full term. 

The patient was a colored woman, 20 years old, 
who had had four miscarriages. The family history 


was negative from the obstetrical standpoint and 
syphilis was denied. She was first seen at what 
appeared to be the ninth month of pregnancy. 
Labor pains had begun and the temperature was 
103°, pulse 130. She had felt foetal movements up to 
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the eighth month, but none after. On dilating the 
cervix the uterus was found to be empty. 

The abdomen was opened and a macerated foetus 
removed. The placenta was attached to the fundus 
of the uterus. The left ovary was spread out over 
the sac, which was adherent to every viscus, liver, 
stomach, spleen, omentum, large and small intestine, 
and parietal peritoneum. After hysterectomy was 
done and the sac torn from its adhesions, the patient 
recovered. EuGENE Cary. 


Kastanajeff, G. M.: Extra-Uterine Pregnancy in 
the Gynecologic Department of the Obuchow 
Hospital in St. Petersburg (Graviditas extrau- 
terina nach dem Material der gynaekologischen Ab- 
teilung des Obuchowspitals in St. Petersburg). Russk. 
Vrach., 1913, xii, 935. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The material consists of 717 cases from 1895 to 
1910. According to age they are:divided as follows: 
below 20 years, 20 Cases; 20-30 years, 334 Cases; 
30-35 years, 240 cases; 36-40 years, 104 cases, and 
over 40 years, 17 cases. Among them there were 99 
first pregnancies. Among the multipare, 192 had 
only been pregnant once, 122 twice, 111 three times, 
59 four times, 58 five times, 36 six times, 17 7 times, 
10 eight times, 8 nine times, 5 ten times, and 3 
thirteen times. 

The etiology is difficult to determine. In 45 cases 
the extra-uterine pregnancy occurred during the 
first year after a previous normal pregnancy; in 68 
after one year; in 80 after two years; in 162 after 
three to five years; in 139 after six to ten years; in 
64 after eleven to seventeen years; and in 2 after 
eighteen years. 

In 585 cases (81 percent) the pregnancy was of eight 
weeks’ duration. Repeated extra-uterine pregnan- 
cy occurred in five cases. The number of cases on 
the right and left sides were about equal; of the 717 
cases, 337 were operated upon, with an operative 
mortality of eight per cent. Laparotomy was per- 
formed 267 times and in 184 instances for acute 
diffuse hemorrhage into the peritoneal cavity, 
(110 cases of tubal rupture and 74 cases of tubal 
abortion). Of these 184 cases, 11 were drained 
immediately and 17 additional cases three to seven 
days after the operation. Laparotomy was also 
performed in 41 cases in which the pregnancy was 
still going on and the hematoma becoming larger. 
Drainage was more frequently employed in these 
cases and convalescence was prolonged. In cases 
of complete encapsulation of the hematoma, opera- 
tive interference was only resorted to if the conserva- 
tive treatment was ineffective. In the latter group 
are 41 cases of laparotomy and 6 cases of vaginal 
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extirpation of the tube, with a mortality of 11.5 
per cent, and 60 cases of evacuation of the hematoma 
through the posterior vaginal vault, with a mortality 
of 3 per cent. An unpleasant complication of 
simple drainage is post-operative hemorrhage. In 
4 cases a second laparotomy had to be performed 
for secondary hemorrhage, in 2 immediately 
after evacuation of the hematoma and in 2 a 
week later. BRAUDE. 


Nagel, W.: Eclampsia (Uber Eklampsie). Berl. klin. 
Wchnschr., 1913, 1, 1107. 
By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


In kidney disease during pregnancy Nagel recom- 
mends milk diet and diuresis as prophylactic meas- 
ures. After the onset of eclampsia he advises the 
Stroganoff method of treatment, which he describes 
in detail. In 650 cases treated by this method he had 
a maternal mortality of only 8 per cent and a fetal 
mortality of 21 per cent. HOFFMANN. 


Schmidt, O.: A Contribution to the Study of 
Eclampsia, Based on Ninety-Eight Cases (Bei- 
trag zur Eklampsiefrage auf Grund von 98 Fiaillen). 
Zischr. f. Geburtsh. u. Gynaék.. 1913, Ixxiii, 414. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


At the gynecologic clinic in Bremen, from 1907 to 
1910, the eclampsia treatment has consisted in im- 
mediate delivery, by which the author was able to 
reduce the previous mortality of 38.33 per cent from 
the expectant treatment to 23.53 per cent. 

Since September, 1910, 38 cases have been treated 
exactly according to Stroganoff’s method. Of these 
cases 10 died, or 26.31 per cent; of the 23 cases of 
spontaneous deliveries only 3, or 13.04 per cent, and 
of the 15 cases delivered by operative precedures 7, 
or 46.66 per cent. Among the latter was a case of 
very severe eclampsia delivered by caesarean sec- 
tion. Most of the cases treated by Schmidt had had 
one or more attacks of convulsions outside of the 
clinic. One had been unconscious all night and died 
in spite of the Stroganoff treatment and immediate 
delivery. Among the patients who recovered there 
were a number who were first cured of the attacks 
by the Stroganoff method and who, 3 to 17 days later, 
were delivered spontaneously without the attacks 
recurring. 

The author is of the opinion that the Stroganoff 
method of treatment should always be carried out in 
a hospital, as only there can all details be strictly 
adhered to. In combination with Zweifel’s venesec- 
tion a still greater improvement in the results may 
be obtained. The author does not recognize weather 
as an etiological factor in eclampsia. NEBESKY. 


Rohrbach, W.: Statistics of One Hundred and 
Fifty-Eight Cases of Eclampsia; and Their 
Treatment (Statistik und Kritik iiber 158 Eklamp- 
siefalle und deren Behandlung). Zischr. f. Geburtsh. u. 
Gynak.. 1913, Ixxiii, 613. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The report comprises the time from April 1, 1900, 
to December 1, 1912, with 11,005 labors. Eclampsia 
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occurred in 1 case in 70, or 1.43 per cent. One hun- 
dred and twenty-eight cases occurred in primipare, 
11 in II-pare and the remainder in III- and multi- 
pare. The disease occurred oftenest during the 
months of June and August, 22 cases each, and least 
often during December and February, 4 and 7 cases. 
The average age of the primipare was 22.6 years, 
of the II-pare 23.3 years, and of the multipare 32 
years. Fifty-five primipare were under 20 years old 
and 46 primipare under 25 years. The average age 
of the primipare is, therefore, not so high that a pref- 
erence of the disease for old primipare could be de- 
duced from it. Twin pregnancies occurred in 7 cases, 
4.43 per cent; 3 of the twin cases died. The eclamp- 
sia appeared during pregnancy 38 times, during 
labor 84 times, and during the puerperium 36 times. 
From April 1, 1900, to April 1, 1906, 71 cases of 
eclampsia were observed, with 30 deaths, 42.25 per 
cent total mortality. Of the 57 eclamptic patients, 
49 were delivered operatively, with a mortality of 
23, 46.93 per cent. Vaginal cesarean section was 
done four times with three deaths, abdominal 
cesarean section five times with four deaths, forceps 
delivery 25 times with 10 deaths, version twice with 
one death, perforation 13 times with five deaths. 

Preparatory measures consisted in the use of the 
Bossi dilator ten times, in the use of the metreurynter 
nine times, incision of the cervical os nine times. 
Seventy-two viable children were obtained, 6 of 
them being twins. The total mortality was 21, 
21.16 per cent. Fifty children were delivered by 
surgical termination of the eclampsia during preg- 
nancy with a death rate of 20, 40 per cent. 

From 1906 to 1912,87 cases of eclampsia occurred, 
with 14 deaths, 16.09 per cent. Of these 56 were 
delivered surgically, with 10 deaths, 17.85 per cent. 
Vaginal cesarean section was performed 22 times 
with six deaths, extraperitoneal cesarean section 
once with no death, forceps extraction 26 times 
with two deaths, version 5 times with one death. 
Preparatory steps were the use of the metreu- 
rynter 4 times, incision of the cervix 15 times. 
The viable children numbered 82 (four times twins), 
with 12 deaths, 14.63 per cent. Surgically delivered 
eclampsia during pregnancy gave 52 children with 
10 deaths, 19.23 per cent. The maternal death rate 
decreased from 42.25 per cent to 16.09 per cent and 
the infant mortality from 29.16 per cent to 14.63 
per cent, with immediate rapid delivery. The author 
confirms the opinion of Freund that the early and 
rapid emptying of the uterus influences favorably, 
not only the attacks, but also the termination of the 
disease. The quickest possible removal of the foetus 
and placenta should be the rule also if the child is 
dead. Stroganofi’s treatment has not yet been 
adopted, nor Sellheim’s breast amputation nor 
Zangemeister’s trephining and removal of the uterus. 
A good functional result was obtained in two of the 
three cases of decapsulation of the kidneys. Hydro- 
therapy has been entirely abandoned. Chloral and 
morphine are used very freely. Chloroform narcosis 
has been entirely rejected. Oxygen inhalations may 
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be of value. Experiments with injections of the 
normal serum of pregnant women did not show any 
apparent success. The results with hirudin injec- 
tions were variable. Venesection is often used. The 
author prefers removing 400-500 ccm. at one time 
rather than smaller amounts repeated at intervals. 
Harm. 


Landsberg, E.: Examination of Urine and Blood 
in Eclamptics, in Regard to the Distribution 
of Nitrogen Compounds and the Contents of 
Fibrinogen and Residual Nitrogenous Sub- 
stances; a Contribution to the Question of 
the Importance of Hepatic Function and 
Quantity of Fibrinogen in Disturbances of 
Pregnancy (Untersuchungen von Harn und Blut bei 
Eklamptischen beziiglich der Verteilung der Stick- 
stoffsubstanzen und des Gehaltes an Fibrinogen und 
Reststickstoff. Ein Beitrag zur Frage der Bedeutung 
der Leberfunktion und Fibrinogenmenge fiir die 
Schwangerschaftsstérungen). Zischr f. Geburtsh. u. 
Gyndak., 1913, Ixxiii, 234. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

In most eclamptics there is an irregular increase 

in the amount of ammonia and amino-acid nitrogen 
in the urine, while the urea is diminished. The 
acidity is increased to varying degrees. The differ- 
ences in percentage of the nitrogen contents from 
the normal do not account for the very evident 
disturbance of the liver. They have no specific 
relation to the production of eclampsia and are only 
symptomatic. The increase in ammonia is the result 
of an increased formation of acid in the system. The 
amino-acids are usually, but not always, increased, 
a change to be attributed, in conjunction with other 
findings, to the diminution of oxygen and decom- 
position of albumin. Urea is diminished because 
ammonia is increased. To this must be added the 
fact that urea is excreted with difficulty by the 
damaged kidney. The increase in residual nitrogen 
frequently observed in the eclamptic is the result 
of the renal insufficiency usually found. The amount 
of fibrinogen is usually higher than in the healthy 
pregnant, parturient, or puerperal woman. An 
increase in fibrinogen also occurs under entirely 
normal conditions; this symptom, therefore, is only 
an accessory sign, which does not have any injurious 
effect. Hotste. 


Wegner, A.: Treatment of Eclampsia (Zur Behand- 
lung der Eklampsie). Med. Klin., Berl., 1913, ix, 1318, 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb, 

The author discusses the different methods of 
treatment for eclampsia: conservative; active by 
early delivery; Stroganofi’s method with morphine 
and chloral, with avoidance of external irritation, 
and quick but not forcible delivery; and Zweifel’s 
method of bleeding and conservative treatment. 
The choice of method depends on the very variable 
clinical picture and a prognosis is very difficult at 
first. The author believes in a compromise between 
overactive therapy and the extremely conservative 
treatment. He gives narcotics according to Stroga- 
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noft’s principles, removes at least 500 ccm. of blood, 
and if possible delivers under anesthesia. He re- 
ports 32 cases with 4 deaths. There were 19 de- 
liveries by vaginal or abdominal cesarean section 
(2 deaths), 2 forceps deliveries, and one extraction 
of a breech presentation (death). In conclusion, 
he describes a case of eclampsia without convulsions, 
which was ascertained by post-mortem examination. 
HERzOG. 


Tourneau: The Treatment of Eclampsia (Dic 
Behandlung der Eklampsie). Fortschr. d. Med., 1913, 
xxxi, 673. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The surgical treatment of eclampsia must be 
considered as a thing of the past. It consisted in 
rapid delivery by major surgical operation. It has 
now been replaced by the expectant plan of treat- 
ment with the use of narcotics. Stroganoff’s pro- 
cedure is finding more recognition on account of its 
good results. However, Tourneau believes that 
blood letting must be added to make the treatment 
still more effective. He uses venesection in all 
eclamptic patients, even in those recently delivered, 
without waiting for the occurrence of further 
attacks. He withdraws 500 ccm. of blood at the 
first section. This is followed by Stroganoff’s 
method of administration of morphine and chloral. 

He uses ether instead of chloroform for narcosis, to 

avoid any injury to the heart. This method also is 

preferable in private practice outside of a hospital 
and prevents the loss of time necessary for the trans- 
portation of the patient to the hospital. BAYER. 


Fenton, F.: 
Cezesarean Sections. 
835- 

This is a concise report of a series of twenty-six 
consecutive operations done by the author during 
the past four years. Sixteen were done for con- 
tracted pelves, six for ante-partum hemorrhage with 
undilated os, and one each for eclampsia, large baby, 
and stenosis of the vagina. Five were second opera- 
tions on the same patients. All the children were 
delivered alive, but three died in a few days from 
prematurity. One mother died, but it might fairly 
be claimed that her death was not due to operation. 

All the cases were done before rupture of the 
membranes or before any attempts at vaginal 
delivery or more than two vaginal examinations 
had been made, and these latter under strict pre- 
cautions. All operations but one were done in 
hospitals. 

The same technique was followed throughout the 
series and was, in its essentials, the same as is com- 
monly used in the United States and Canada. The 
incision was four inches or less, longitudinal, with 
its center about an inch to the right of the umbilicus. 
No attempt at hemostasis was made until the child, 
placenta, and membranes were removed. Then the 
assistant immediately applied his palms firmly to 
the sides of the uterus and everted the cut-surfaces. 


Report of a Series of Abdominal 
Canad. M. Ass. J., 1913, iii, 
By Surg., Gynec. & Obst. 




















This manceuvre stopped the bleeding, obliterated 
the uterine cavity until firm contractions had set in, 
and also rendered easy the introduction of sutures. 
In the later cases pituitrin was used with good effect 
immediately after extraction of the baby. Three 
tiers of sutures of chromic gut were used in closing 
the uterus. The author does not rupture the 
membranes before opening the uterus nor as a rule 
does he dilate the cervix. 

Patients were on full diet by the fourth day, 
stitches out the eighth or ninth, and patients out of 
bed by the twelfth. 

Fenton says of the pelvimeter: ‘‘I am using it 
mainly as a means of detecting those cases which 
may have deformed pelves. As soon as one com- 
mences to lay down definite rules for procedure 
based on any diameter, then the pelvimeter’s 
usefulness is in a fair way to be lost. By far the best 
internal pelvimeter is the head of the child that has 
to pass through that pelvis. If the head will pass 
through, what difference what contraction exists? 
If it cannot do so without serious injury, the most 
convincing demonstration that the pelvis is ample 
for an average child will not assist very much in the 
delivery. In a badly deformed pelvis it is a simple 
matter to decide upon a course of action, but in the 
slightly contracted cases it is not so easy. The 
woman’s previous obstetric history is a very im- 
portant factor, but even here, and in all primipare 
in this class, I always feel that labor should be given 
a fair trial.”’ 

The author is sure that ante-partum hemorrhage 
offers a field for caesarean section. He says: 
“Given a primipara near term, with placenta 
previa, not in labor, cervix not readily dilatable, 
the mother’s risk can be greatly reduced and the 
baby’s life all but guaranteed by section, whereas 
by other procedures the chances for the child are 
small and dangers to the mother very considerable.” 

E. A. BULLARD. 


Rachmanoff, A. N.: Thirty Cases of Classical 
Cesarean Section (30 Fille von klassischem 
Kaiserschnitt). Med. Rundschau, 1913, xl, 942. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Among 25,000 labors between 1907 and 1012 there 
were 30 cases of classical cesarean section. Only 
7 of these cases came to the clinic before labor com- 
menced, the remaining 23 cases usually only a few 
hours before the operation was performed. Only 
5 of these women were not examined vaginally. 
In none of the cases was there sufficient time for a 
bath and an enema. ‘Two cases which entered with 
sepsis had been examined internally a number of 
times before admission and in bad surroundings. 
In these cases the liquor had escaped; in two others 
its presence was doubtful. Among the 30 cases, 
there were 11 primipare and 19 multipare. Of the 
mothers 28 remained alive and all the children 
lived. Only in two cases was there any fever after 
the operation. In 28 cases resection of the tubes 
was performed upon the request of the mothers. 
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The author deems it advisable to perform the tubal 
resection about 2 cm. away from the uterus, as by 
this method hematomas are prevented. The uterus 
and the abdomen were closed with silk, which was 
removed on the eighth day. A rise of temperature 
to 38° C. with intact membranes is no contra-indica- 
tion to the operation. For neglected cases perfora- 
tion of the child alone is feasible. KRINSKI. 


Kayser: Classical and Extraperitoneal Czsa- 
rean Section Compared (Der Kaiserschnitt in 
Wandel der Zeiten). Fortschr. d. Med., 1913, xxxi, 
813. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The extraperitoneal cesarean section is discussed 
in detail, the changed technique and indications for 
the new method being especially dwelt on. In a 
comparison between the classical and extraperitoneal 
operations it is evident that the latter method has a 
number of advantages and also some disadvantages. 
Among the latter are the impossibility of performing 
sterilization, which may be urgently necessary, and 
the possibility of producing an infection of the pelvic 
connective tissue, in which condition prognosis is 
difficult. Moreover, the extraperitoneal method 
endangers the life of the child on account of the 
difficulty of either manual or forceps extraction. 
In résumé, the author concludes from the short 
history of the extraperitoneal method that the 
procedure has not fulfilled what was expected of it. 
Nevertheless these modern procedures, even though 
not adapted to the private home, are distinct 
advances in our therapeutic measures, especially 
after the technique has been perfected, and above all 
when further bacteriologic research has cleared up 
dangers of infection. WEBER. 


Hirst, B. C.: The Modern Extraperitoneal Czesa- 
rean Section; with a Description of the Best 
Technique for Its Performance. Surg., Gynec. 
& Obst., 1913, xvii, 504. By Surg., Gynec. & Obst. 

Of the sixteen different techniques for extra- 
peritoneal cesarean section, the author prefers that 
of Veit and Fromme with an original modification 
which consists in sewing the peritoneal flaps to- 
gether before opening the uterus. The uterine 
wound is sewed with a running catgut stitch and the 
peritoneal flaps brought over it. Nine operations 
are reported without maternal or foetal mortality. 


Tuszkai: Indications for Abortion in Hyperemesis 
and Heart Disease (Uber Indikationen zur Unter- 
brechung der Schwangerschaft bei Hyperemesis und 
Herzkrankheiten). Tr. Internat. Med. Cong., Lond., 
1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Abortion has often been done for persistent vomit- 
ing due to hysteria which would have yielded to 
suitable treatment by suggestion. Other cases are 
merely symptoms of other diseases such as gastritis, 
peritonitis, etc., for which appropriate treatment 
should be given. Genuine hyperemesis gravidarum 
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is due to irritation of the peritoneum and can be 
overcome only by abortion. If all other causes for 
the vomiting can be excluded, if hot and cold 
vaginal applications and long continued fasting 
have no effect; if there is rapid loss of weight, in- 
crease in specific gravity of the urine, and albumin 
and kidney elements can be demonstrated in the 
urine, then large doses of opium should be given 
(10 to 15 cgm. per day); and if this fails, abortion 
should be performed at once. As to the indications 
for abortion in heart diseases, Tuszkai bases his 
treatment on the observations of three or four 
cases. On account of the normal hypertrophy of 
the heart in the first few months of pregnancy the 
physiological change in the rapidity of the pulse in 
the prone position ceases. The reappearance of 
this variability in the pulse during the course of 
pregnancy is a sign of beginning failure of compensa- 
tion and must always be taken into consideration 
in considering the indications for premature de- 
livery. 


Lindemann, W.: The Types of Infection in Crim- 
inal Abortion; Their Origin and Treatment 
(Zum Infektionsbild bei Abortus criminalis; dessen 
Genese und Therapie). Beitr. z. klin. d. Infektions- 
krankh. u. 3. Immunitdltsforsch., 1913, i, 447. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


The author estimates the number of criminal 
abortions in Halle at 90 per cent of the total number 
of abortions. The continued decrease in the number 
of births is chiefly caused by committing abortions. 
The usual means used for this purpose are douches, 
uterine syringes with long points, and intra-uterine 
pessaries. He reports the different forms of infec- 
tions found and those which could be demonstrated 
in the blood. The bacteria are the staphylococcus 
pyogenes aureus hemolyticus, the staphylococcus 
albus, the streptococcus anhemolyticus, and Frin- 
kel’s gas bacillus. He describes the bacteriological 
examination of several cases and finally concludes 
that Frankel’s gas bacillus may be present in the 
blood during the severest as well as the mildest 
puerperal infections, and it therefore should receive 
more attention. For the purpose of culture, the 
author recommends his cylindrical plate method. 
He advises early emptying of the uterus, eventually, 
if necessary extirpation of the uterus with a high 
ligation of the veins to prevent the progress of the 
infection through these channels. BURGER. 


Scherer, A.: Bacteriological Examination in the 
Treatment of Abortion (Kann die bakteriologische 
Untersuchung fiir die Behandlung des Abortus rich- 
tunggebend sein). Pest. med. chir. Presse, 1913, xlix, 
261. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

Scherer is opposed to the suggestion of Winter 
to examine bacteriologically the discharges of all 
infected and febrile abortion cases and to omit all 
active treatment if hemolytic streptococci are 
present. 


He examined bacteriologically 60 cases of 
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normal abortions without fever. All were treated 
actively and recovered uneventfully, although the 
streptococcus hemolyticus was grown in 14 per cent 
of them. In septic abortions he found the strep- 
tococcus hemolyticus in 25 per cent. 

It is impossible, therefore, to base the indications 
for treatment upon the results of bacteriological 
examination. Other factors also refute Winter’s 
idea. Hemorrhage frequently compels the attend- 
ing physician to interfere immediately. The 
bacteriologic examination prolongs the treatment 
two to three days, which is also of economic impor- 
tance. The taking of cultures is difficult for the active 
practitioner, and the delay incident thereto may 
reduce the bactericidal power of the patient from the 
constant absorption of the putrefying uterine con- 
tents. This may permit non-virulent germs to become 
virulent and dangerous. Cultivation of the or- 
ganisms in the blood, and especially the anerobic 
cultures of Schottmiiller, may be of value in deciding 
the treatment of some cases, but can only be car- 
ried out in the hospital, and is useless at present for 
the general practitioner. BISCHOFF. 


Lepage: Treatment of Post-Abortion Affections 
(Behandlung der Post-abortion Erkrankungen). Tr. 
Internat. Med. Cong., Lond., 1913, Aug. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Lepage has drawn the following from the ob- 
servations of 370 cases from the gynecological 
clinic of Boucicaut. In treating abortion in the 
early months we must take into consideration 
whether it has been spontaneous or criminally 
induced. The prognosis of spontaneous abortion 
is good if it was not caused by an acute febrile 


disease. If there is no fever or hemorrhage the 
treatment should be purely expectant. If an 


attempt at criminal abortion is suspected the de- 
livery of the foetus embryo must be hastened by the 
administration of quinine sulfate 1.0 gm. per day. 
If this is not sufficient and fever or hemorrhage sets 
in the uterus must be emptied either digitally or by 
curettage controlled by the finger. In fever after 
abortion, frequent irrigation of the uterus and 
drainage should be used. If the adnexa or perito- 
neum are involved, curettage should be performed 
immediately. In case of suppuration in Douglas’ 
pouch colpotomy should be done in peritonitis, and 
drainage inserted. Very rarely are there indications 
for vaginal or abdominal hysterectomy. Local 
treatment is generally sufficient if it is begun in 
time. 


Heinrichsdorff, P.: The Relation of Hyperemesis 
Gravidarum to Acute Yellow Atrophy of the 
Liver; and Other Post-Mortem Findings (Dic 
Bezichungen der Hyperemesis gravidarum zur akuten 
gelben Leberatrophie und sonstigen Sektionsbefun- 
den). Arch. f. Gyndk., 1913, xcix, 555. 

By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Since some cases of hyperemesis gravidarum have 
ended fatally some investigators have concluded that 
they were due to an intoxication similar to that of 

















eclampsia, and Williams recognizes reflex, neurotic, 
and toxic forms. On the other hand, Winter claims 
that there is but one type of hyperemesis. This 
begins as a reflex neurosis, and only under certain 
conditions takes on the picture of an intoxication. 

The author attempts to decide whether Williams’ 
or Winter’s view is more nearly correct. Hyperemesis 
is a continuous type of vomiting that lasts for weeks 
or even months, and is accompanied by emaciation 
and weakness without organic cause. If to the above 
clinical picture are added icterus, delirium, restless- 
ness, nephritis, etc., we are dealing with an entirely 
different disease, acute yellow atrophy of the liver. 
The latter occurs in men, women, and children; the 
former only in pregnant women. The author had a 
case that showed at autopsy fatty degeneration of 
the liver, icterus, and atrophy. The meshwork of 
the liver failed to show the typical softening so 
characteristic of acute yellow atrophy. Yellow 
degenerated foci only were found, none of the red 
areas in advanced yellow atrophy being present. 

The relation of hyperemesis gravidarum to acute 
yellow atrophy of the liver should be thus inter- 
preted: hyperemesis is present and acute yellow 
atrophy develops, subsequently, the body being too 
weak to withstand very long, and yielding before the 
atrophic changes have become very far advanced. 
Both of the diseases are the result of an intoxication, 
for inanition could never bring about such degenerat- 
ive changes without atrophy, nor could it produce 
the acetone bodies. 

Most of the cases of hyperemesis that end fatally 
are the result of an intoxication. Hyperemesis and 
eclampsia are seldom associated with each other, 
for the former occurs early and the latter late in 
pregnancy. All cases of hyperemesis that develop 
symptoms of toxicosis do so after the clinical picture 
of simple hyperemesis is present, and autopsy 
shows that such cases did not begin as a toxicosis, 
but ended as such. In other words, Winter’s theory 
is the more plausible. WETZEL. 


Recasens, S.: Modern Conception of the Intoxica- 
tions of Pregnancy (Moderne Auffassung der 
Schwangerschafts-Intoxikation). Rev. valenc. de cienc. 
méd., 1913, XV, 157. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 
Disturbances do not occur in pregnancy as long as 
a balance is preserved between the products of the 
ovum and the maternal organism. A disturbance of 
this balance causes those conditions in the early 
months of pregnancy which are considered as 
probable signs on account of the frequency of their 
occurrence. These functional disturbances in the 
beginning of pregnancy are radically different from 
the pathologic processes during the last months. 
The former are signs of immunity, the latter, on the 
contrary, true toxemias. The signs of immunity 
arise from the entrance of albuminoid substances 
originating in the ovum into the maternal organism, 
with a subsequent formation of antibodies; these 
activate the function of already existing organs such 
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as the breasts, the thyroid glands, parathyroids, 
adrenals, hypophysis, etc., or temporary structures 
such as the corpus luteum. These signs of immunity 
during the early months may go on into toxemias, 
if injuries to cell structure are added to the activity 
of the albumin products derived from the ovum, 
producing hyperemesis, pernicious anemia, etc. 
The toxemia occurring during the latter months of 
pregnancy arises from a combination of autogenous 
and heterogenous factors which markedly reduce the 
power of resistance. The ‘‘heterogenous”’ poisons 
are formed principally in the intestinal canal. These 
albuminous products enter the blood stream and 
produce injuries to cells, ‘‘hystolysis,” in the liver 
tissue, and the endothelium of the vessels. Thus 
ferments arise from the rapid cell destruction, 
causing coagulation. The obstructing coagula 
formed in this manner give rise to necrotic processes 
in the eclamptic liver. The “autogenous” poisons 
come from many organs, as detached liver cells, 
products normally excreted by the kidneys, sweat 
giands, etc., or products of foetal metabolism. The 
toxemia of pregnancy is not the result of a specific 
toxic agent. The success of the prophylactic dietetic 
treatment supports the theory of the intestinal origin 
of the eclamptic poison. The result of the treatment 
with the serum of pregnant women in toxemia is based 
on the fact that the protective substances of the 
body during the last months of pregnancy are 
diminished, and also explains the grave course of 
general toxic or septic disease in puerpere. 
SCHMID. 


Scipiades, E.: Myoma and Pregnancy (Myom und 
Schwangerschaft). Abhandl. a. d. Geb. d. Geburtsh. 
u. Gyndk., 1913, li, 201. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 
On the basis of 67 cases, the author discusses 
myomas in relation to pregnancy, labor, and the 
puerperium. In regard to pregnancy and myomas, 
the author comes to the conclusion that only a 
small percentage of the women remain free of all 
symptoms; 34.07 per cent complain of pain, 29.67 
per cent have changes in shape of the abdomen, and 
28.5 per cent have mechanical symptoms, such as 
difficulty in urination and defecation, dyspnoea, 
etc. Enlargement or softening of the fibroid during 
pregnancy is not the rule. Change in position of 
the myoma occurs in tumors of the body and also 
of the cervix. The congestion of pregnancy fre- 
quently causes pathologic changes in the tumor. 
Myomas accompany extra-uterine pregnancy 
in 2!% per cent of the cases and are undoubtedly 
the cause of the extra-uterine pregnancy in 4 per 
cent of the cases. Placenta previa accompanies 
fibroids in 6 per cent of cases, and hemorrhages 
in 14 to 16 per cent. The rare pedicled form 
of tumor leads to serious complications (torsion 
and kinking of the pedicle); further dangers ac- 
company the incarceration of the tumor in the pel- 
vis, and not rarely peritoneal disturbances occur. 
In regard to the diagnosis, it is most difficult in the 
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early part of pregnancy; the larger the tumor the 
more the cervix is distorted and displaced by the 
tumor. Advantage should be taken of rectal ex- 
amination and examination under narcosis. The 
diagnosis of pregnancy is not so urgent as that of the 
tumor. In only two-thirds of the cases can a positive 
diagnosis of the tumor be made; it is easily mistaken 
for other tumors, for extra-uterine pregnancy, for 
uterus bicornis and for twin pregnancy. In regard 
to prognosis it is doubtful whether pregnancy may go 
to term, as in 30 to 33 per cent of the cases operative 
interference is indicated, which frequently leads to 
interruption of the pregnancy. Hardly more than 
half of the cases goto term. Artificial interruption 
of the pregnancy should not be adopted as a thera- 
peutic measure, as its continuance frequently has 
a beneficial effect on the tumor, and both abortion 
and premature delivery are dangerous. Abdominal 
myotomy during pregnancy is also dangerous. 
The best operation is supravaginal amputation. 
Total extirpation is only indicated if the vagina 
must be opened for drainage or for other reasons. 
The diagnosis of the position of the child is difficult 
and frequently the position is abnormal. Labor is 
usually prolonged; the first stage, especially, is 
prolonged in incarcerated or cervical tumors, in 
breech cases, and in transverse positions. Early 
rupture of the membranes occurs in nearly three- 
fourths of the cases. The second stage need not be 
prolonged, but it is frequently very painful. The third 
stage of labor is abnormal in 21 per cent more of these 
cases than of non-tumor cases, Crédé expression and 
manual removal being frequently necessary. In 
submucous tumors the third stage of labor is always 
interfered with. The most dangerous disturbances 
are the frequent hemorrhages. The influence of 
the pregnancy upon the tumor may manifest itself 
in three different ways: in a softening and later 
flattening out of the tumor, in its rising out of the 
pelvis, and in its being delivered (rarely). The 
prognosis for births complicated by myomas is 
difficult to determine. It is certain, however, that 
operative interference is often necessary, not only 
obstetrical but also general surgical operations. 
Women with myomas of the uterus should, there- 
fore, be sent to the hospital. All obstetrical and 
gynecological operations, from simple reposition to 
total extirpation, may at times be necessary. Dur- 
ing the puerperium as well as in the treatment in- 
stituted for the myomatous uterus, asepsis is the 
most important point. The treatment of the puer- 
perium is mostly symptomatic and is operative only 
if the myoma is the source or cause of a severe 
puerperal disease. TORGGLER. 


Neumann, H.: Diabetes of Pregnancy (Schwanger- 
schaftsdiabetes). Zéschr. f. drztl. Fortbild., 1913, x, 


367. 
By Zentralbl. f. d. ges. Gynak. u. Geburtsh. s. d. Grenzgeb. 


Diabetes of pregnancy, in contradistinction to 
pregnancy in a diabetic patient, is a diabetes induced 
by the pregnancy in a previously healthy individual. 
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The course of the two may be identical and deserves 
careful watching. The excretion of small amounts 
of levulose, lactose, and pentose is of no significance. 
The etiology of diabetes during pregnancy is not 
clear as yet, various theories having been promul- 
gated and discarded. The rational treatment con- 
sists in placing the patient on a suitable diet early, 
which has resulted in reducing the mortality of 
mother and child from 50 or 60 per cent to 
practically nothing. The disease makes its appear- 
ance about the second to the fourth month. During 
the last three months acetone, diacetic acid, and 
oxybutyric acid are frequently excreted, and shortly 
before delivery albumin, also, which points to an 
involvement of the kidneys or of the hypophysis. 
Acidosis, especially in mild cases, is not a serious 
symptom, the pregnant being predisposed to 
ketonuria, and even a severe degree of acidosis will 
not always cause coma. An increased excretion 
of acetone has frequently been observed during the 
first few months of pregnancy and a gradual reces- 
sion of the same if the patient was placed on a 
suitable diet. Hydramnion, abortion, and pre- 
mature labor can be prevented by careful living. 
The puerperium usually is normal, and the acetone 
disappears from the urine within a few days. 
The children are healthy and usually of good weight. 
Primary diabetic patients may become worse during 
pregnancy, but after delivery may return to their 
normal condition, those with an hereditary taint 
recovering entirely although they are predisposed 
on account of the susceptibility of the nervous 
system. There is therefore no indication to in- 
terrupt a pregnancy on account of diabetes, but a 
diabetic patient should be warned before she is 
permitted to enter the marital state and before 
conception occurs. EHRENBERG. 


Stutz, G.: Tuberculosis and Pregnancy; Sterili- 
zation (Beitrag zum Thema: Tuberkulose und Gravi- 
ditat; Sterilisation). Zischr.f. Geburtsh. u. Gynék., 1913, 
Ixxiii, 397. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author considers that the accusation that 
physicians are influencing the number of births 
unfavorably by recommending means of preventing 
conception and means of sterilization is not justified. 
The former accusation applies to newspapers and 
agents. 

The number of therapeutic abortions and steri- 
lizations performed is small. Usually these mothers 
have performed their duty toward the community 
and their health is necessary for the welfare of 
their children. Children of tuberculous mothers 
are constitutional weaklings. The indications for 
performing a therapeutic abortion and sterilization 
should be determined by the family physician. In 
young women with no children or only a few, the 
author interrupts pregnancy only in the hope of 
curing the tuberculous patient. In advanced cases 


with many children the author proposes sterilization, 
Morr. 


to be performed vaginally if possible. 

















Balaban, I. A.: Treatment of Syphilis in the 
Pregnant Woman (Zur Syphilistherapie _ bei 
Schwangeren). Arb. a.d. geburt.-gynék. Klin. Prof. 
Redlich, St. Petersb., 1913, 1, 55. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


According to the latest researches the mother of 
a syphilitic foetus must be diseased or have been 
diseased. The treatment of the pregnant woman 
shows good results. In one case of habitual abor- 
tion, and in another patient who had several times 
delivered macerated infants, no signs of lues existed 
and the Wassermann was negative. The author 
treated these women during their last pregnancy 
with mercury and potassium iodide. Both were 
delivered of healthy children. A third case was 
treated with salvarsan. She wasaIX-para, 25 years 
old, whose last 6 pregnancies terminated during the 
seventh to eighth month with macerated babes. She 
was in the beginning of pregnancy and had secondary 
syphilis with a positive Wassermann. Salvarsan, 
0.45, was injected, subcutaneously and after two 
months another subcutaneous injection of 0.5 sal- 
varsan was given. The Wassermann reaction was 
negative at the end of pregnancy and a perfectly 
healthy child was born. A Wassermann made 
later on the child was negative. BRAUDE. 


Pankow: The Frequency and Diagnosis of Car- 
diac Defects During Pregnancy (Hiufigkeit und 
Bewertung der Herzfehler in Graviditit). Deutsche 
Gesellsch. f. Gynak., Halle, 1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


From material of 5000 maternity cases, Pankow 
investigated cardiac defects during pregnancy. It 
was found that 49.2 per cent of all women had 
accidental murmurs and that 2.8 per cent of all 
women had actual cardiac defects. The diagnosis 
of accidental murmurs is frequently difficult. The 
following two points are of interest in the diagnosis: 

1. In almost all pregnant women an enlargement of 
the heart to the left exists, even in those without 
cardiac murmurs; but an enlargement to the right 
can be demonstrated only in those with actual 
cardiac defects. 

2. Inactual cardiac defect the murmur is different 
from the accidental murmur. In the accidental mur- 
murs the first tone is clear, followed by a short 
pause and then the murmur. In actual cardiac 
defect the first tone is partly overlapped and 
followed by the murmur, which also takes up a 
good part of the systole. The accidental murmurs 
mostly are soft blowing murmurs, although definite 
loud murmurs do occur and an accentuation of 
the second pulmonary tone is not uncommon. 
They probably originate in the pulmonary artery 
and are heard most distinctly in the third left inter- 
costal space or over the third rib near the sternum. 

In regard to the artificial interruption of pregnancy, 
and its indications, the following may be said: 

1. If in a pregnant woman suffering from cardiac 
disease no symptoms of cardiac incompetence appear 
during the pregnancy, it isnot justifiable to interrupt 


OBSTETRICS 





173 


the pregnancy, as complications in all probability 
will not occur during labor. 

2. If, however, symptoms of failure of compensa- 
tion appear during the first half of pregnancy, it is 
clear that the reserve force of the heart is exhausted 
and pregnancy should be interrupted, as the in- 
creased amount of work thrown upon the heart in 
the latter months of pregnancy may lead to a 
sudden collapse of the heart. 

3. If symptoms of failing compensation make 
their appearance only toward the end of pregnancy 
and the lesion is a mitral stenosis with marked 
signs of myocardial degeneration, the pregnancy 
should be interrupted. In cases of mitral incom- 
petence expectant treatment may be used, as all 
signs of insufficiency may disappear under appro- 
priate treatment. If, however, the signs of failing 
compensation persist in spite of treatment, or if they 
return immediately after the cessation of treatment, 
it is advisable to interrupt the pregnancy, and this 
is best done by vaginal section. The frequent 
occurrence of stenosis and insufficiency combined 
may render the prognosis extremely difficult, but it 
must be based principally upon the degree of 
stenosis and the condition of the cardiac muscle. 

4. If the symptoms of failing compensation 
make their appearance only at the beginning of 
labor, it is advisable to wait for delivery to be com- 
pleted or do an extraction when conditions demand 
it. If the labor is evidently to be a prolonged one 
and the failure of compensation is extreme, operative 
delivery may be resorted to. 


Mayer, A.: The Relations of Colon Pyelitis to 
Gestation (Die Beziehungen der Koli Pyelitis zur 
Fortpflanzungstiiligkeit). Afiinchen. med. Wehnschr., 
1913, lx, 1470. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author takes the stand that pregnancy is not 
the actual cause of the pyelitis but only a predispos- 
ing factor. According to his view there is an ascend- 
ing and a descending method of infection, the latter 
being the more common. Frequently colon bacilli 
migrate to the pelvis of the kidney in functional 
disturbances of the bowel (appendicitis, stomach 
diseases, etc.) by way of the lymph stream. In 
cases of pyelitis during pregnancy, premature labor 
is more common and the children are poorly devel- 
oped. The symptoms usually recede during the 
puerperium. On account of the danger of ascending 
infection, internal examinations should not be made 
during labor except for urgent indications. In dif- 
ferential diagnosis, appendicitis, peritonitis, puerperal 
infection, acute respiratory diseases, and uterine 
hemorrhage must be considered. WEISSWANGE. 


Schlayer: Pregnancy and Diseases of the Kidneys 
(Schwangerschaft und Nierenleiden). Monatschr. f. 
Geburtsh. u. Gyndk., 1913, Xxxviii, 27. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


As genuine nephritis cannot always be distin- 
guished from the kidney of pregnancy, Schlayer pro- 
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poses to let the indication for induction of premature 
labor rest on the result of the functional tests of the 
kidneys. If general systemic symptoms, as uremia, 
appear as the result of the damage to the kidney, 
labor must be induced, even prematurely. In 
cardiac hypertension and hypertrophy, however, 
this should be required only during the first three 
months of pregnancy, and in the last months only 
when complications such as retinal changes, uremia, 
etc., appear. Gestation should also be interrupted 
in nephritic oedema only when other symptoms of a 
general nature complicate the disease or the oedema 
does not disappear under dietetic measures. Another 
aid in judging the condition of the kidney is by 
the excretion of urine, the qualitative determination 
being far more important than the quantitative. 
This is obtained by the kidney “‘test-meal,”’ consist- 
ing of coffee with milk, bread, and sugar mornings 
and afternoons; milk for the second breakfast; clear 
soup, mashed potatoes, and beefsteak for lunch; 
followed by a cup of coffee and gruel for supper. 
The urine is collected every two hours and its quan- 
tity, specific gravity, and sodium chloride content are 
determined. The normal urine shows great devia- 
tions in amount, percentage of sodium chloride, etc., 
depending on the ingestion of liquids with the differ- 
ent meals. In the nephritic patient such deviations 
are not encountered, the findings being constant and 
fixed, because the reaction following the ingestion of 
liquids with the meals is markedly delayed on account 
of the diseased condition of the kidneys. The 
nephritis of pregnancy tends to continue after preg- 
nancy, even when the albumin disappears. As long 


as the kidney excretions are not normal the patient 
should not be considered cured and should not be- 


come pregnant. WIENER. 


LABOR AND ITS COMPLICATIONS 


Christiani, A.: The Use of the Metreurynter 
in Labor Complicated by Myoma (Hystereuryse 
bei Myom unter der Geburt). Zéschr. f. Geburtsh. u. 
Gyndak., 1913, Ixxiii, 390. 
By Zentralbl. f. d. ges. Gynaik. u. Geburtsh. s. d. Grenzgeb. 
Christiani recommends the use of the metreuryn- 
ter in cases in which a spontaneous labor cannot be 
expected on account of an obstruction of the true 
pelvis by a myoma, resulting in weak labor pains. 
The metreurynter acts, first, as a physiological stim- 
ulant to labor pains; secondly, in proper cases it may 
hold back the tumor; and third, after some hours 
it enables the obstetrician to make an exact exam- 
ination to determine whether a living child can be 
born, whether he must perforate and extract the 
dead foetus, or whether he is compelled to interfere 
surgically. EHRENBERG. 
Souttar, H. S.: Calcified Ovarian Fibroma Ob- 


structing Labor. Proc. Roy. Soc. Med., 1913, vi, 
Obst. & Gynec. Sect., 335. By Surg., Gynec. & Obst. 


The author reports a case in which a calcified 
ovarian fibroma impacted in the pelvis obstructed 
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labor. The patient was delivered by cesarean 
section and four months later the tumor was re- 
moved. 

Macroscopical examination showed an oblong tu- 
mor partially covered by peritoneum, measuring 18 
cm. by 9.5 cm. by 9.5 cm. A normal ovary and a por- 
tion of a tube with mesosalpinx was attached to one 
convexity. The peritoneal surface was covered with 
small calcareous plates. The tumor was sectioned 
with a hand-saw. The cut surface was homogeneous. 
It had a groundwork of white cedematous-looking 
fibrous tissue in which innumerable calcareous 
nodules were embedded. The center of the tumor 
showed the most fibrous tissue. The weight of the 
specimen was 4 lb. 8 oz. 

The microscopic examination showed interlacing 
bundles and masses of thick, tortuous collagen fibers 
with sparsely scattered spindle-cells between the 
fibers. 

There are no similar cases, so far as the author 
can discover, in the literature. C. H. Davis. 


Sievert, C.: Rules for Disinfection During Labor, 
and for the Treatment of Post-Partum 
Hemorrhage; with a Report of 42 Cases of 
Manual Detachment of the Placenta (Lehren 
fiir die Desinfektion in der Geburtshilfe und fiir die 
Behandlung der Nachgeburtsblutungen an der Hand 
von 42 manuellen Placentarlésungen). Deutsche 
med. Wehnschr., 1913, XXXix, I 100. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The following antisepsis is recommended for 
obstetrical cases: Trimming of pubic hair, soaping of 
the external genitalia, cleansing with a 1 per cent soap 
solution of cresol, irrigation with a 1:3000 acid solu- 
tion of bichloride of mercury. Vaginal irrigation 
with solution of the acetotartrate of aluminum is 
used only in suspicious cases. Rubber gloves are 
worn only during operations lasting for hours. 

In forty-two cases in which a manual detachment 
of the placenta was necessary, 2 deaths occurred— 
one on the sixth day of the puerperium from em- 
bolism after an attempt at version, and one from 
sepsis, but the patient had a high fever when ad- 
mitted to the clinic. An absolutely afebrile puerpe- 
rium was attained in 60 per cent. Not a single 
woman died from hemorrhage amongst 5000 labors. 
The amount of blood lost is measured, also the height 
and width of the fundus of the uterus. If only 100 
gm. of blood are expelled into the tray, the aorta is 
compressed for from 10 to 15 minutes by Rissmann’s 
compressor. ‘This instrument is so harmless that it 
should be included in the outfit for midwives. 

KREBS. 


Ponfick, W.: The Results of Artificial Premature 
Labor in Moderately Contracted Pelves (Dic 
Erfolge der kiinstlichen Friihgeburt beim engen 
Becken mittleren Grades). Ztschr. f. Geburtsh. w. 
Gyndk., 1913, Ixxiii, 452. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


Among 2100 cases of labor there were 42 cases of 
contracted pelvis with a true conjugate of not less 















thang cm. Ponfick never employs premature labor 
in primipare but lets the case end spontaneously. 
During the last six weeks Prochorowik’s diet is pre- 
scribed. The membranes are kept unruptured as 
long as possible. No internal examinations are 
made during labor, and if an exploration is neces- 
sary it is made through the rectum. Morphine is 
administered liberally, as Ponfick has observed good 
effects upon the pains. The use of pantopon and 
scopolamine has been discontinued, as they prolong 
the labor. Sacral anesthesia has also been discon- 
tinued, as its use is too uncertain. The spontaneous 
entrance of the head into the pelvis is aided by 
Walcher’s position, by the delivery chair, and by 
walking around. As soon as the head enters the 
pelvis, extraction with forceps is performed. If no 
progress has been made several hours after rupture 
of the membranes, if the foetal heart sounds decrease, 
or if the mother’s condition demands interference, 
expression is attempted under anesthesia, and 
eventually version with episiotomy or high forceps 
with perforation. The result of fourteen trial 
deliveries of this kind was eleven live children, five 
spontaneous labors, four forceps deliveries, and two 
versions. Artificial premature labor is induced with 
a metreurynter between the thirty-sixth and thirty- 
ninth week. If after the rupture of the bag the 
head does not enter the pelvis, immediate version 
and extraction are performed under anesthesia, or 
expression in the Walcher position. In this manner, 
fifteen women were delivered. Eleven live children 
were born, nine of whom were discharged living. 
Of the six dead children, three died of asphyxia during 
extraction as a result of stricture of the os. Of the 
mothers, only one had fever, which reached 39.9° on 
four different occasions but ended in recovery. Of 
the nine children discharged, eight lived. 

HUFFEL. 


Miller, A.: Shape of Head and Mechanism of 
Birth (Uber Kopfform und Geburtsmechanismus). 
Montaschr. f. Geburtsh. u. Gyndk., 1913, Xxxviii, 142. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 

The author desires a simpler classification and 
nomenclature for the presentations, especially the 
head presentations, for the sake of a better under- 
standing of the relationship of the parts in the 
different head presentations. Not only does the 
practical consideration of the difficulty for the 
student demand a simpler classification, but it is 

needed on purely scientific grounds. He suggests a 

scheme of classification based on mechanical prin- 

ciples, according to which the designation of the 
presentation is to be from the lowest point of the 
head, the sub-classification to be determined by the 
direction of the back. There are 5 head presenta- 
tions: (1) Posito occipitalis — occipital position; 

(2) posito verticalis — parietal position; 3. Posi- 

to sincipitalis — frontal position; (4) posito fron- 

talis — brow presentation; (5) posito facialis —- 
lace presentation. In each of these 5 presentations 
there is a dorso-anterior and a dorso-posterior posi- 
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tion. Here there are 2, 4, 6 or 8 possibilities: Back, 
laterally forward or laterally backward; dorso- 
anterior and dorso-posterior, right and left; transverse 
position, right and left, and posterior and anterior 
primary straight position; pubic dorso-anterior posi- 
tion and sacral dorso-posterior position. This simple 
scheme gives 40 presentations. If we consider only 
complete positions throughout labor, there are only 
two, the dorso-anterior and dorso-posterior, making 
only ro presentations 

All these forms are observed in practice and must 
therefore be recognized scientifically. He tries to 
answer the objection that from the standpoint of 
teaching it is impossible to consider the rare presenta- 
tions. He holds that these are the very ones that 
are important for the practitioner to recognize, and 
that therefore they should at least be mentioned in 
the text-books. The comparative study of the 
mechanism of birth in the different head presenta- 
tions is very important scientifically and practically. 
EISENBACH. 


Jardine, R.: The Retraction Ring as a Cause of 
Obstruction in Labor. Lancet, Lond., 1913, 
clxxxv, 998. By Surg., Gynec. & Obst. 

The author reports a case in which the lower 
uterine segment was ruptured in an attempt to 
perform version in the presence of a retraction ring. 
He reports two cases where the retraction ring 
formed in front of the presenting head. Both of 
these were treated by cesarean section with happy 
results. When the contraction ring is well formed 
it cannot be dilated manually, and the author 
believes that in such a case cesarean section is 
indicated, whether the pelvis be contracted or 
normal. 

Jardine also reports two cases where the retraction 
ring formed above the presenting head. In each 
case the child was delivered only after a destructive 
operation. Both mothers recovered, but one 
developed a pelvic abscess. He believes that where 
the child is in good condition cesarean section is 
indicated for this type of case. 

He mentions a patient in whom a retraction ring 
formed with breech presentation. Both mother and 
child were saved. He believes that retraction ring 
is a more common complication of labor than is 
generally supposed. C. H. Davis. 


Basset, R.: The Importance of Early Rupture 
of the Membranes for Labor and the Puer- 
perium (Uber die Bedeutung des friihzeitigen Blasen- 
sprunges fiir Geburt und Wochenbett). Zéschr. f. 
Geburtsh. u. Gyndék., 1913, xxiii, 566. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


A total of 4141 labors were investigated, in 500 
of which the sac ruptured when the dilatation of the 
cervix was from two to three inches. The rupture 
occurred shortly before or immediately after vaginal 
examination which determined the degree of 
dilatation. The results observed are as follows: 
A shortening of the duration of labor did not occur. 
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The greater number of the primipare were delivered 
after two to three hours and the greater number of 
multipare after fifteen minutes. The longest dura- 
tion of labor in a primipara was thirty-eight hours, 
due to podalic presentation and extreme rigidity of 
the external os uteri. In three multipare the dura- 
tion of labor was twenty-four hours as a result of 
weak pains or continuous contraction. Young 
primipare and old multipare are predisposed to an 
early rupture of the membranes. The latter is also 
frequently observed in abnormal positions. Pro- 
lapse of the cord was noticed in 1 per cent of the 
cases. This occurred most frequently in transverse 
positions and deflected head presentations. The 
extremities presented in five cases. The frequency of 
surgical intervention was not high and amounted 
to 5.2 per cent, 3.2 per cent in primipare and 7.5 
per cent in multipare. Prolapse of the cord was 
the most frequent indication for surgical interfer- 
ence. Laceration of the cervix took place once. 
Irregular labor pains, protracted labor, and contin- 
uous contractions, the result of the early rupture of 
the membranes, were observed eight times in multi- 
pare and ten times in primipare. Post-partum 
atony was relatively rare and occurred in 4 per cent. 
The atony was very severe in a few cases. Febrile 
puerperium was observed in ro per cent of the cases, 
20.3 per cent in multipare and 10.7 per cent in 
primipare. ‘The maternal mortality was nil, the 
foetal, 1.6 per cent. The most favorable time for 
the artificial rupture of the membranes in primi- 
pare is when the cervix is almost completely dilated 
and in multipare when the dilatation is about 3 
inches. BENTHIN. 


PUERPERIUM AND ITS COMPLICATIONS 


Hirst, B. C., Dickinson, R. L., and De Lee, J. B.: 
Report of the Committee on the Treatment of 
Puerperal Fever. J. Am. M. Ass., 1913, lxi, 1528. 

By Surg., Gynec. & Obst. 

The report was obtained by sending the following 
questions to 400 professors and assistant professors 
of gynecology and obstetrics in the United States 
and Canada, to 200 professors and assistant pro- 
fessors of surgery in the United States, and to 60 
professors of obstetrics and gynecology abroad, in 
England, Ireland, Scotland, Germany, France, the 
Netherlands, Russia, and Italy. 

Question 1. A primipara with septic abortion at 
three months, fever two days, hemorrhage negligi- 
ble, the ovum intact, retained. What would you do? 

Question 2. A primipara with septic abortion at 
three months, fever two days, hemorrhage negligi- 
ble, the foetus expelled, placenta retained. What 
would you do? 

Question 3. A primipara, fourth day after full- 
term delivery, positive evidence of uterine infection, 
no hemorrhage, retention of ovular remnants 
suspected. What would you do? 

Question 4. If you believe in active interference, 
when do you do it? 
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Question 5. What do you do when hemorrhage 
complicates sepsis? 

Question 6. If you believe in trusting to nature 
when ovular remnants are retained, how long do 
you wait before operating? 

Question 7. Do you try to differentiate between 
sapremic and bacteremic states before operating? 
How do you do it? 

Question 8. Do you make any distinction between 
the treatment of sepsis after abortion and that after 
full-term deliveries? 

The answers to these questions are tabulated. 
The conclusions reached are as follows: 

1. The majority clean out the septic uterus at 
once, a not negligible minority believe that it is safe 
to trust the expulsion of the infected uterine con- 
tents to the powers of nature. 

2. In the majority of cases it has been found safe 
to invade the infected uterus with finger and curette. 

3. There are, however, many cases in which the 
infection is of such a nature, or the resistance of the 
patient is of so poor a quality, that active inter- 
ference turns the scales against the patient. She 
cannot stand the inoculation with autogenous 
vaccines. 

4. The experience of the minority has proved that 
ovular remnants, even though infected, in the uterus 
do not create such dangerous conditions as we 
formerly believed, demanding instant removal, but 
that it is safe to wait for nature to erect her own 
barriers against the progress of infection, and that 
temporizing measures, or mildly stimulating ones, 
often suffice for a cure. 

5. We all feel the need of some method by which 
it would be possible to distinguish benign from viru- 
lent bacteria living in the genitalia, but as yet no 
such method exists. When it becomes possible, our 
practice will become more definite. At present 
one-half of the authorities do not try to make the 
distinction, holding it impracticable. 

6. After the uterus is once emptied it should not 
be again invaded by finger or curette. 

7. Few would permit antiseptic douches. 

8. The tampon is quite generally used to stop the 
bleeding in infected cases. Evidently there is not 
much fear of damming back the infection and per- 
mitting greater absorption. HENRY SCHMITZ. 


Zazkin, A. E.: The Significance of Hzmolytic 
Streptococci in the Pathology of the Puer- 
perium (Zur Bedeutung der himolytischen Strepto- 
kokken in der Pathologie des Wochenbetts). Ard. a. 
d. geburtsh. gyndk. Klin., Prof. Redlich, St. Petersb.., 
1913, Ixxxiii, 112. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb 


The author examined the lochia of 53 puerperal 
women with temperature (among which there were 
15 cases of endometritis, 11 of parametritis, 9 ©' 
acute pelvic peritonitis, and 17 of septic pyemia) 
for hemolytic streptococci according to Schott- 


miiller’s method. In 73.58 per cent of the case: 
they were present. As controls he examined norm: 
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puerperal women, pregnant women, and gyne- 
cological cases for the same organisms. Among 56 
normal puerperal women he found the hemolytic 
streptococci in 21.43 per cent; in 23 pregnant women 
he found them in the cervix in 17.30 per cent; and 
in 32 gynecological patients he found them in 21.88 
per cent. 

An absolute diagnostic significance can, therefore, 
not be attached to the hemolytic streptococci. 
Neither is their presence of any significance for 
prognosis. The prognosis, however, is much worse 
if they are found in the circulating blood. To 
determine whether coitus favored streptococcic 
infection he examined the preputial smegma of 30 
men with no genital diseases and found hamolytic 
streptococci in 6 cases. For prophylactic reasons, 
therefore, coitus must be interdicted during the 
latter months of pregnancy. BRAUDE. 


Ahlfeld, F.: Origin of Endogenous Puerperal In- 
fection (Quellen und Wege der puerperalen Selbst- 
infektion). Zischr. f. Geburtsh. u. Gynék., 1913, 
Ixxiii, 1. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author considers as endogenous all those 
infections wherein pathogenic germs enter the uterus 
from the vagina, vulva, and external genital organs 
but not from the examining finger, instruments, or 
dressing material. Other possibilities for spon- 


taneous infections are the development of septic 
endometritis from retention of the placenta or its 
débris after an uncomplicated labor or abortion, 


retention of lochia or infection of wounds, when 
accidentally reopened, with virulent lochial secre- 
tion. Endogenous infection, after a preceding 
gonorrhea, results less from the gonococci than from 
secondary infection with streptococci. Spontaneous 
infection has been observed in labors in which an 
interval of days occurs between rupture of the 
membranes and labor. An epidemic puerperal 
fever following angina, diphtheria, scarlet fever, 
etc., might be considered as a metastasis which 
develops at the place of least resistance, i.e., the 
abraded uterine mucosa. However, entrance of the 
infectious germs through the vagina is possible. 

Finally, infections may follow labor due to a re- 
activation of old parauterine pus infections, as 
ovarian abscess, pyosalpinx, or appendicitis. In the 
vagina of almost all women streptococci and other 
pathogenic bacteria are found. It is at present too 
difficult to give a collective account of all the pos- 
sibilities as to the origin of puerperal fever based on 
the bacteriology of endogenous infections. It is 
also impossible to determine a fixed line of demarca- 
tion between endogenous and exogenous, or between 
spontaneous and imported infections. Since vag- 
inal examinations have been dispensed with in 
lying-in hospitals puerperal fever has not disap- 
peared, nor has the introduction of hot water- 
alcohol disinfection of the hands and thorough 
cleansing of the genitalia caused it to cease. The 
greater number of cases of uncertain origin are 
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probably best explained as due to the introduction 
of virulent bacteria into the genitalia either by the 
patient’s own hands or by her clothing and bed- 
linen, or by cleansing after defecation. Contrary 
to the fear of Bumm, that by teaching the theory of 
endogenous infection a detrimental fatalism would 
develop, inducing negligence, the author explains 
that with the recognition of this teaching far greater 
demands are placed on the physician and nurse than 
formerly. They not only perform disinfection of 
the hands and of the patient more exactly, but 
attempt to do away with all the conditions which 
might lead to endogenous infection. EnreNnBerc. 


Jordan, J. F.: Vaccine Treatment in Cases of 
Puerperal Fever. J. Clin. Research, 1913, vi, 92. 
By Surg., Gynec. & Obst. 

The author states that, in a study of twenty-one 
cases of puerperal fever, examinations from the 
uterine discharge demonstrated a_ streptococcus 
growth in seventeen which was quite distinct from 
other streptococci. Also that in secondary pus, 
pleuritic fluid, or sputum, the growth was identical 
with that found in the uterine discharge. He sug- 
gests that this might be called streptococcus 
puerperalis. It grows freely upon agar in opaque 
colonies, and is much larger than other streptococci. 
It produces acid and clot in milk, acid in lactose, 
glucose, etc., but no change in raflinose, mannite, and 
inulin. These reactions differ from the streptococcus 
feecalis in mannite and from streptococcus pyogenes 
in the production of clot in milk. 

As the streptococcus puerperalis is only found in 
puerperal cases it is unjust to blame the physician 
or midwife in endemic cases, as the probable source 
of infection is in the intestine. Perineal and rectal 
operations not followed by infection are due to the 
fact that the surgeon insures drainage where there 
is a possibility of discharge. After confinement 
with imperfect involution, the cavity of the uterus 
furnishes a perfect culture medium, the separating 
bridge of the perineum is frequently absent, and 
the passage of the streptococcus from the rectum 
to the uterus is actually facilitated. 

In conclusion, the author makes a strong plea for 
bacteriological diagnosis and vaccine treatment. 
After the manual examination, if the surgeon is not 
satisfied that the uterus is clear, he can pass a blunt 
curette into the cavity, run it over the entire inner 
surface, and swab with a piece of wool dipped in a 
dilute solution of biniodide of mercury. Finally he 
inserts iodoform gauze for a uterine drain. This 
should be followed by an injection of vaccine con- 
taining 25 or 30 million of the streptococcus puer- 
peralis. He believes that the best results are ob- 
tained when an autogenous vaccine has been pre- 
pared by a skilled bacteriologist. He does not claim 
that when the patient has been profoundly infected 
by the toxins this treatment will bring abcut a 
recovery, but he does ask that she should be given a 
chance to create an immunity before she has lost 
her individual resistance. Rosert T. GIL_more. 
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Saenger, H.: Sudden Death, Occurring Shortly 
after Delivery Without Any Apparent Cause; 
and Report of a Case of Acute Pancreatic 
Necrosis (Uber plétzliche klinisch ritselhafte Todes- 
ursachen wahrend oder kurz nach der Geburt, unter 
Zugrundelegung eines Falles von akuter Pankreasne- 
krose). Muainchen. med. Wchnschr., 1913, 1x, 1321. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The author reports several cases of sudden death 
occurring in or shortly after labor where a care- 
ful autopsy did not reveal the cause. He dis- 
cusses a case of acute pancreatic necrosis occur- 
ring shortly after labor and heretofore not observed. 

The patient was a perfectly healthy IV-para, 26 
years old, who, 15 minutes after a normal, sponta- 
neous delivery, was suddenly seized with severe 
vomiting, became unconscious and died. The 
clinical diagnosis of pulmonary embolism or eclamp- 
sia without convulsions was made. The autopsy, 
however, revealed an enlarged pancreas, the second 
half and especially the tail being hemorrhagic with 
no softening of the pancreatic tissue. The pancre- 
atic duct was normal. The fat surrounding the 
pancreas was sharply differentiated. Microscopic 
examination of the middle part and of the tail 
showed sharply defined, round, and wedge-shaped 
necrotic areas. In these areas intra-acinous fat cells 
were found. Microscopic examination of the liver 


showed, in addition to numerous fresh necrotic 
areas, extensive fatty degeneration of the Kupfer 
star cells. 

Etiological factors were the increased predisposi- 
tion, adiposity and alcoholism and, above all, the 


trauma incident to labor. The rapid labor and the 
consequent change in intra-abdominal pressure 
resulted in rupture of the pancreas. The changes 
in the liver were considered as due to the toxic 
action of the pancreatic juice in the blood. 
BENTHIN. 


MISCELLANEOUS 


Kalmanowitsch, F.: Serious Anomalies in the 
Extremities of a New-Born Child, as a Result 
of Pregnancy in a Uterus Bicornis Unicollis 
(Schwere Verinderungen der Extremititen eines Neu- 
geborenen als Folge der Geburt bei Uterus bicornis 
unicollis). Gyndk. Rundschau, 1913, vii, 512. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The anomalies were as follows: Both thighs were 
flexed firmly against the abdomen. The contracture 
of the hip-joint was so marked that the legs 
could be extended only slightly from the abdomen. 
In the knee-joints extreme flexion also existed, 
but the contracture here was not so firm. Both feet 
were in equinovarus position. Over both external 
malleoli pressure marks were present. Both upper 
extremities were freely movable, but the right 
hand was in a moderate position of hyperpronation 
with marked contracture. Furthermore, a micro- 
gnathia was present so that the alveolar process of 
the lower jaw was posterior to that of the upper 
jaw. It was a breech presentation. Examination of 
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the woman post-partum revealed the fact that she 
had a uterus bicornis unicollis. The head developed 
in the large right horn of the uterus and the breech 
in the much smaller left horn. 

From this fact, the author concludes that the 
anomaly of the uterus was responsible for the 
changes in the extremities. WIEMER. 


Heyn, A.: Tumor of the Sacrum (Steisstumor). 
Zischr. f. Geburtsh. u. Gyndk., 1913, Ixxiii, 469. 
By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The case was that of a II-para, 23 years old. In 
the second half of pregnancy she complained of 
severe pains in the abdomen and in the back. 
(Edema was present in the abdominal wall and the 
legs, and the urine contained albumin. Rest in bed 
and diet resulted in the disappearance of the albu- 
min and oedema, but both returned later with 
increasing pain. Headache was severe. The con- 
dition became aggravated and increased doses of 
narcotics were necessary. The abdomen was uni- 
formly distended. Careful examination excluded 
twins but made out a head down in the pelvis with 
profuse liquor amnii. In the fundus the breech was 
palpable, with another mass alongside of it. The 
small parts were not palpable. A diagnosis of 
hydramnion, single pregnancy, and perhaps mal- 
formation was made. 

Spontaneous labor came on during the seventh 
month of pregnancy. When the cervix was obliter- 
ated, the membranes were ruptured and eight liters 
of liquor amnii escaped, clear, slightly yellow, and 
without meconium. The small head was delivered 
spontaneously and the body also as far as the 
abdomen. Then, by severe traction, the breech was 
brought to the vulva. The short umbilical cord, 
having ceased pulsating, was tied and cut. Labor 
did not proceed further, as a large tumor in the 
sacral region prevented delivery. Both legs were 
brought down, and in spite of traction from below 
and pressure from above, no progress was made. 
During the attempt to puncture the cystic tumor, 
it burst and a large quantity of dark, bloody fluid, 
mixed with necrotic shreds, was evacuated. The 
mass then descended and was finally delivered, the 
placenta following spontaneously. During the 
puerperium the oedema and anasarca gradually 
receded and on the tenth day the patient was 
discharged, At that time there was only .o5 per cent 
albumin in her urine. 

The tumor was the size of a man’s head and orig- 
inated from the region between the sacrum and the 
anus. Its upper border was on a level with the iliac 
crest. Besides the cysts the tumor contained a 
number of nodules varying in size from that of a 
hazel-nut to that of a fist and of moderate consis- 
tency. It was a complete mixed tumor, an embryonal 
tumor of the Stolper’s type, characterized by abso- 
lute irregularity in the arrangement of the tissues. 
The cells were of no definite type. The 
autopsy showed no other maldevelopment, except 
that the sacrum presented a dorsal curvature 
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as is common with such tumors. The presence 

of hydramnion was explained as due to exudation 

from the numerous blood-vessels of the tumor. 
LANDAU. 


Koplik: Infant Mortality During the First Four 
Weeks of Life (Kindersterblichkeit in den ersten 4 
Lebenswochen). Tr. Internal. Med. Cong., Lond., 
1913, Aug. 

By Zentralbl. f. d. ges. Gyniik. u. Geburtsh. s. d. Grenzgeb. 


Among intra-uterine causes of early infant mortal- 
ity are hederitary predisposition and constitutional 
diseases of the mother. Another group comprises 
those infants for whom the cause of death is prema- 
ture delivery or birth trauma. Artificially fed chil- 
dren show a markedly higher mortality. He gives 
statistics of the early infant mortality in Europe and 
America and their relation to economic conditions 
and legitimacy. The infant mortality could be 
considerably decreased by institutions for the care of 
pregnant women, nursing mothers and infants, and 
by more careful methods of obstetrical treatment 
and asepsis. 


Reynolds, E.: Further Points on the Sterility of 
Women. J. Am. M. Ass., 1913, lxi, 1363. 
By Surg., Gynec. & Obst. 


The author considers the causes and the treatment 
of sterility of women. The treatment has long been 
a failure. The reason for the latter is that symptoms 
of ill health of sufficient degree to demand treatment 
are always dependent on ‘gross pathological’’ 
conditions easily recognizable, while sterility, on the 
other hand, is usually dependent on mere perver- 
sions of function, which are not readily perceptible 
anatomically and can be detected only by observing 
the altered phenomena of the daily physiological 
functions of the organs. 

The perversions of physiology which cause steril- 
ity in women are: (1) Conditions of the mucous 
membrane of the genital tract leading to alteration 
of the secretions of these mucose which are destruc- 
tive to the continued life of the ova and spermatozoa 
which have been deposited in them, or which annul 
the effective motility of the spermatozoén in its 
efforts to reach the ovum; (2) conditions in the 
ovaries which inhibit the formation of the ovum or 
prevent its release at maturity. 

The alterations of the secretions which destroy 
the life of the spermatozoén, or perhaps, of the 
ovum, are due (1) to pathological conditions of 
the mucous membranes which secrete them, (2) to 
chemical, biological, or mechanical changes of the 
secretions poured forth by the mucous membranes. 
These conditions may involve the four divisions of 
the genital mucosa, i.e., vaginal, cervical, corporeal, 
and tubal, either collectively or individually. The 
secretion of any of these divisions may be abnormal 
without prejudice to the secretions which originate 
above it, but an alteration of an upper secretion 
almost necessarily implies a similar abnormality of 
the secretions below it into which it is discharged. 
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Next the writer applies these facts to each of the 
secretions. 

The alterations of the ovaries present in sterility 
are slight to moderate enlargements due to retention 
cysts, or unduly large, persistent, and frequently 
cystic corpora lutea. 

The treatment varies, depending either on altera- 
tion of secretion or ovarian changes. Altered vaginal 
secretions are of infectious origin with the exception 
of a profusion, which is the result of a general pelvic 
congestion and of those hyperacidoses which are a 
part of general constitutional hyperacidosis. The 
treatment follows along the lines indicated by these 
three etiologies. 

The character of the cervical secretion and its 
quantity are next investigated and the shape and 
dimensions of the cervical canal are ascertained. 
Treatment of the uterine mucosa is executed by 
curettage and disinfection. Its success is dependent 
on the coincident institution of free drainage. The 
latter is almost never effected by mere dilatation. 
Defective drainage must be individually treated. 
The internal os is examined by a sound, the tip of 
which is bent at an acute angle. Unexpected angu- 
lations of the canal and existence of bars and promi- 
nences in the mucous membrane can be detected by 
pulling this hook carefully downward over every 
portion of the internal os and cervical canal. Plastic 
operations on the cervix will remove any obstacles 
to free drainage, The uterus is next curetted and 
the curettage supplemented by thorough and deep 
disinfection of the uterine mucous membrane. The 
tubal condition is also benefited by the institution 
of free uterine drainage. If not, then major plastic 
operation on the tubes must be resorted to. 

Ovarian infertility demands resections of reten- 
tion cysts and persistent corpora lutea. 

HENRY SCHMITZ. 


Kehrer, E.: A New Procedure to Determine 
Pelvic Measurements by Means of X-Rays; 
Clinical Investigations (Ein neues Verfahren zur 
réntgenologischen Beckenmessung; klinische Unter- 
suchungen). Deutscher Gesellsch. f. Gynék., Halle, 
1913, May. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The attempts to take pelvic measurements by 


means of X-rays are not new. The methods here- 
tofore employed were either not absolutely reliable 
or too complicated for practical application. In 
conjunction with Dessauer, the author constructed 
an apparatus for determining absolutely correct 
measurements of the true conjugate and transverse 
pelvic inlet by means of the X-rays. To obtain 
symphysis and promontory distinctly in one picture 
the pelvic inlet must be as nearly as possible parallel 
to the plate on the table. This is accomplished if the 
anterior portion of the iliac crest is horizontal, as in 
go per cent of the cases this portion of the crest is 
parallel to the pelvic inlet. Furthermore, the X-ray 
tube must be placed as near as possible to the middle 
of the sagittal diameter of the inlet. 
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Measurements on the skeleton were correct 
within 14 millimeter; on the living puerperal woman, 
within 1 millimeter when compared with instru- 
mental pelvimetry. It is easier to obtain accurate 
measurements during the early part of pregnancy, 
since in the latter months good pictures are hard to 
make, owing to the formation of secondary rays. 
It is advisable, therefore, where a contracted pelvis 
is suspected, to send such cases to the clinic early, 
even before pregnancy has commenced. In those 
cases in which cesarean section is to be employed, 
all instrumental means of measuring the pelvic inlet 
are contra-indicated owing to the danger of infection, 
and the time probably is not far distant when we 
shall demand pelvic measurement taken by the 
X-ray in all such cases. 


Hart, D. B.: On the Duration of the Interval Be- 
tween Insemination and Parturition. Edinb. 
M. J., 1913, Xi, 291. By Surg., Gynec. & Obst. 

The author sums up his article as follows: 

1. The duration of pregnancy in any mammal is 
not known and by our present means of investiga- 
tion cannot be ascertained. 

2. The initial date for the calculation of labor in 
the human female should be the first or last day of 
the last menstruation. 

3. Midterm quickening may be used for corrobo- 
ration, but is not reliable owing to mistakes that may 
be made by the patient. 

4. Dates of labor in sufficient numbers plotted out 
in curves gave approximate frequent polygons, 
usually skew. 


5. Tessier’s ewe-labor curve is the best, and is 


given in 24-hour groups. The greatest number of 
labors in his ewe cases occurred between the 149th 
and 153d days. 

6. In cattle, Spencer’s statistics in 2-day groups 
give a skew frequency curve. The greatest number 
of labors occurred between 281 and 289 days (530 
out of 764 cases). 

7. Tessier’s cattle cases give an analogous curve. 

8. The date of labor in mammals is therefore a 
varying and not an exact one, and the greatest 
number falls within certain definite days. 

9. A long insemination- or menstrual-labor period 
does not necessarily mean a prolongation of the 
duration of pregnancy. 

10. The alleged greater size of the foetus in long 
insemination-labor periods is not accurately proven, 
and it is not supported by Spencer and Tessier’s 
results. 

11. The view given of the cause of the insemina- 
tion-labor or menstrual-labor dates is based on the 
probable date of the meeting of the gametes on each 
side. The date of labor and of a certain probable 
duration of pregnancy is still in the dark, and the 
above explanation he has given he says must be 
considered elementary and certain to be expanded in 
the future. The date of labor can be given as likely 
to occur within a certain number of days reckoned 
from a definite first point. Ropert T. GrL-~oore. 
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Schlimpert, H., and Issel, E.: Abderhalden’s Re- 
action with Animal Placenta and Serum (Die 
Abderhaldensche Reaktion mit ‘Tierplacenta und 
Tierserum). Miinchen. med. Wchnschr., 1913, 1x, 


1758. 
By Zentralbl. f.d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 


The authors tried Abderhalden’s reaction with 
human and animal serum on the placenta of horses 
and sheep and in 78 experiments failed to get the 
reaction more than four times. They come to the fol- 
lowing conclusions: (1) In pregnant horses and sheep, 
ferments circulate in the blood which decompose the 
placenta of the same species. (2) The foetal as well 
as the maternal part of the placenta of other species 
is also decomposed by these ferments. (3) The in- 
citing of the formation of ferment by chorionic villi 
is improbable in horse and sheep placente on 
account of anatomical hindrances. (4) Human se- 
rum reacts the most vigorously, and horse placente 
are the most actively decomposed by it. Boxer. 


Thomas, E.: Biology of Colostrum Bodies (Zur 
Biologie der Colostrumkérperchen). Ziéschr. f. 
Kinderh., 1913, xiii, 291. 

By Zentralbl. f. d. ges. Gynik. u. Geburtsh. s. d. Grenzgeb. 

The author put colostrum in capillary tubes with 
emulsions of different kinds of living bacteria. He 
found that both the polymorphonuclear and 
mononuclear colostrum cells as well as the granular 
bodies resembling epithelial cells had decided phago- 
cytic action. This appears to exclude the possi- 
bility of an epithelial origin for any colostrum cells, 
though this has been reaffirmed recently. Both kinds 
of cells in the colostrum have the same phagocytic 
power, in contrast to those of the blood, in which 
the pure mononuclears have considerably less 
phagocytic action. NOTHMANN. 


Paramore, R. H.: The Intra-Abdominal Pressure 
in Pregnancy. Proc. Roy. Soc. Med., 1913, vi, Obst. 
& Gynec. Sect., 291. By Surg., Gynec. & Obst. 


The author has observed the pressure found in the 
rectum in pregnant and non-pregnant women and 
believes that that pressure is increased considerably 
in pregnancy. In two cases suffering from the toxw- 
mia of pregnancy the figures obtained were consider- 
ably increased over normal pressures in pregnancy. 
The author hopes to demonstrate that this pressure 
is always much increased in toxemias, and has ad- 
vanced a mechanical theory of toxemia. 

During pregnancy the abdominal muscles are 
continuously stretched, and as a result they undergo 
degeneration-regression (Bland-Sutton); they be- 
come atrophied, together with the tendons and 
aponeuroses. The result is diastasis of the recti. 
The weakening of the abdominal wall results in a 
lower abdominal pressure in subsequent pregnancies. 
The fact that children are generally larger in multi- 
gravide than they are in primigravide supports 
this opinion. It is reasonable to suppose that foetal 
growth can occur more readily when the pressure 
about the foetus is ata minimum. — C. H. Davis. 
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KIDNEY AND URETER 


Lippens: Spontaneous Perirenal Hzematoma 
(L’hématome périrénal spontané). J. de chir., 1013, 
xi, i. By Surg., Gynec. & Obst. 

Lippens’ article is based upon a study of reports of 
twenty-three cases of this rare affection which he 
has been able to collect from the literature since the 
condition was first described by Wunderlich in 1856 
as ‘Spontaneous Apoplexy of the Capsule of the 
Kidney.” 

The pathogenesis of the condition is by no means 
certain. Only fourteen of the twenty-three collected 
cases were histologically examined, and twelve of 
them had the lesions of acute nephritis or chronic 
interstitial nephritis. Two cases reported histolog- 
ically normal organs. In the majority of the cases, 
the lesion consisted of a recent large perirenal 
hematoma. Sometimes it remained collected under 
the capsule of the kidney; more often it broke 
through this barrier, spread through the tissues and 
formed a doughy mass extending as high as the 
diaphragm or into the pelvis and reaching the 
median line. The peritoneum, the mesentery, the 
colon, the abdominal wall, and the scrotum have all 
been infiltrated in some cases. 

Lippens is inclined to accept the theory of Wun- 
derlich, namely, that on the surface of a kidney pre- 
disposed to hemorrhage, an artery ruptures and the 
blood escapes between the capsule and the kidney 
parenchyma. Four eventualities are described: (a) 
the extensive subcapsular perirenal hematoma, 
when the capsule is loose; (b) circumscribed sub- 
capsular hematoma, when the hemorrhage is not 
forceful enough to dissect up from the kidney its 
unevenly adherent capsule; (c) the extracapsular 
hematoma, when the suddenness and force of the 
hemorrhage rupture the capsule and the blood 
escapes into the perirenal tissues to any degree. If 
this hematoma is circumscribed and later becomes 
encysted it forms (d) the circumscribed encysted 
perirenal hematoma. After the hematoma has 
once become encysted, many of the phenomena 
reported in the collected cases may be accounted for. 
The wall may be partly formed by the kidney 
parenchyma and assume secretory powers. The 
contents may undergo all the modifications usual to 
encysted blood—may be serous or sero-fibrinous or 
may form the “perirenal hygroma.” The term 
“external hydronephrosis” is misleading. 

The ‘left side was affected fourteen times, the 
right seven; in two cases it was bilateral. Sixteen 
men were affected, as compared to seven women. 
It attacks the young oftener than the old. 

The three cardinal symptoms are sudden, violent 


pain in the kidney region, soon accompanied by 
symptoms of internal hemorrhage, followed by the 
rapid appearance of a large tumor. Pain is generally 
localized in the kidney region. Sometimes, however, 
it is spread over the entire abdomen. These pains 
very closely simulate appendiceal and gall-stone 
pains. Occasionally, there are repeated attacks of 
colic for many months. Hemorrhage is shown by 
the usual signs and symptoms. The tumor forms 
rapidly, is always large, circumscribed, elastic, 
smooth, and regular. It can inhibit the respiratory 
movements and is almost immovable. It is dull on 
percussion and very tender on palpation. 

Another symptom which might aid the diagnosis 
is a temperature of between 38° and 40° C. Exami- 
nation of the urine usually shows albumin and casts, 
but seldom blood from the hemorrhage. Ureteral 
catheterization may be performed to rule out 
hydronephrosis. Sanguinous suffusion, though rare, 
is pathognomonic when, without history of injury, 
the point of origin is seen to be the lumbar regions. 
Radiography is only useful in ruling out stone. 

A diagnosis of spontaneous perirenal hematoma 
has never been made before operation. It is most 
frequently mistaken for perinephritic abscess be- 
cause of the fever which is usually present. It has 
also been mistaken for tumor of the spleen, appendi- 
citis, and cholecystitis. 

The prognosis is grave. Left alone, it has invari- 
ably proved fatal on account of hemorrhage and the 
consequences which follow (seven cases reported). 

The treatment is surgical. Of ten cases, in which 
the conservative treatment of incising and tampon- 
ing was practiced, six survived. Nephrectomy was 
practiced six times with five recoveries. The author 
believes that in case of a recent, brusque hemor- 
rhage, cleaning and tamponing are indicated. If the 
lesion is old or if there have been repeated hamor- 
rhages, nephrectomy is the operation of choice. 
Transperitoneal and lumbar incisions have been 
used with equal success. The author prefers the 
paraperitoneal incision of Verhoogen or the trans- 
verse incision. Each case should be operated upon at 
the earliest possible time. Naturally the sooner the 
operation follows the hemorrhage, the greater the 
chances for a favorable outcome. EL tis Fiscuet. 


Braasch, W. F.: Clinical Data on Renal Lithiasis. 
J.-Lancet, 1913, xxxiii, 561. By Surg., Gynec. & Obst. 
This article is based on the study of two hundred and 
fifty-one cases. An analysis of the cases showed that 
the classical symptoms of renal lithiasis were present 
in but 46 per cent of cases. The phenomenon of pain 
and its radiation is carefully analyzed. Pain was 
absent in 8 per cent of the cases. Braasch dwells 
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at length on the value of the radiogram, also calling 
attention to the fact that a radiographic shadow 
located in the region of the kidney does not necessari- 
ly indicate renal lithiasis. The general characteris- 
tics of shadows are considered, as well as the types of 
stones which are not visible in the radiogram. In 
some cases it may be necessary, in order to identify 
a localized shadow, to resort to pyelography. 
Lesions of other abdominal organs may be present 
in cases of renal lithiasis. 

The author calls attention to the co-existence of 
gall-stones and acute and chronic appendicitis with 
kidney stones. Perinephritic infection, value of 
urinalysis, and functional tests in kidney-stone are 
briefly considered. HERMAN L. KRETSCHMER. 


Vidakovich, C.: Injuries to the Kidney Vessels 
(Uber die Verletzungen der Nierengefisse). Virchow’s 
Arch. f. path. Anat., etc., Berl., 1913, ccxiii, 554. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 


The author observed a case of complete section of 
the kidney artery from a wound with a sharp instru- 
ment. He performed ligature of the pedicle and 
nephrectomy and the patient recovered. 

From this case and the study of 22 cases of 
injuries to the blood-vessels of the kidney reported 
in the literature he advocates a separate reporting 
of injuries to the kidneys and to the kidney vessels, 
and gives a detailed discussion of the frequency, 
mechanism, pathological anatomy, symptoms, diag- 
nosis, prognosis, and treatment of the latter. In- 
juries to the kidney vessels are comparatively rare; 
they form only a very small part of the injuries to 
the kidneys reported in the statistics. The author 
could find only 18 cases of subcutaneous and 5 cases 
of open injuries. The subcutaneous injuries general- 
ly result from violence, which acts in the direction 
of a tangent to the kidney and forces it forward on 
the pedicle, stretching it lengthwise and so tearing 
it; or, in a fall from a high place, a movable kidney 
is moved still farther by the violence of the fall, so 
that the pedicle is stretched and torn. The clinical 
picture is that of severe hemorrhage and rapidly 
developing anemia. The hemorrhage may take 
place in various neighboring body cavities, or in the 
case of open wounds may be external. In the 
majority of cases there is no hematuria, and if there 
is no hematuria in cases of hematoma in the region 
of the kidney it may be regarded as pathognomonic 
of injury to the vessels of the kidney. 

RUBRITIUS. 


Boland, F. K.: Traumatic Rupture of Kidney; 
Three Cases. South. M. J., 1913, vi, 660. 
By Surg., Gynec. & Obst. 


The author reported three kidney cases, two of 
traumatic subcutaneous rupture in children and 
one stab wound. In the first two cases nephrecto- 
mies were done. The lines of cleavage were the same, 
being situated between the lower and middle and the 
upper and middle thirds at a right angle to the 


long axis. The second line of cleavage was more 
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pronounced in the second case. The author explains 
the location of the lines of cleavage by Kiister’s 
theory of rupture in kidneys by hydraulic pressure. 
. In most cases it is due to a force, hydraulic 
in nature, acting through full vessels and a full 
pelvis, from the hilum in the direction of the 
tubules,” which is the line of least resistance. The 
junction between the lower and middle thirds 
seems to be that line. Nephrectomy is the operation 
of choice unless hemorrhage can be controlled by 
sutures, as was done in the third case. 
C. D. PIcKRELL. 


Billington, W.: Nephroptosis: 
nificance. 


Its Clinical Sig- 
Clin. J., 1913, xlii, gor. 
By Surg., Gynec. & Obst. 

Renal mobility is a potent cause of ill health and is 
responsible for a serious fall in the working efficiency 
of otherwise healthy people. The author defines a 
pathologically movable kidney as one the position of 
which is affected by influences other than respira- 
tion, and in particular by gravity. 

Heredity is a factor of some importance. But 
muscular overstrain is the most important direct 
cause. Trauma is particularly liable to cause 
displacement of the kidney in girls at and soon after 
puberty. The modern tendency for growing girls 
to take part in active games is responsible for many 
loose kidneys. Constriction of corsets is frequently 
blamed, but its being a primary cause of nephropto- 
sis is very doubtful. The waist line is below the level 
of the normally placed kidneys, and constriction of 
the waist rather tends to support than to force down 
these organs —if the kidneys have already fallen 
below the waist line, constriction aggravates the 
nephroptosis. 

Childbearing is more a cause of generalized visce- 
roptosis than of isolated nephroptosis; most cases of 
the latter are seen in unmarried or comparatively 
sterile women. The possible influence of constipa- 
tion is hard to estimate. Absorption of the perine- 
phric fat in wasting diseases is not a cause of neph- 
roptosis, as this fat has very little supporting func- 
tion and acts merely as packing. Its disappearance 
is one of the first results of abnormal mobility, but is 
not the cause of the latter. 

Examination for kidney mobility must be made 
both in the recumbent and the standing position. 
The latter is very important. 

At operation, the lumbar fossa is found empty, 
there is very little fat, and the peritoneum is in 
danger of being wounded unless care is taken. 
There are adhesions and new formed vessels. The 
kidney is pale, flabby, and its capsule is mottled and 
not very adherent. Gross hydronephrosis is rare. 

Symptomatically, cases of nephroptosis may be 
arranged in 5 groups: (1) There are only local symp- 
toms, distinctly referable to the kidney. Colon 
bacilluria is frequent. (2) The symptoms are due to 
functional disturbances of the sexual organs. This 
must not be forgotten before operations on the 
female pelvic organs. Nephropexy gives disappoint- 












ing results. (3) There are mainly functional diges- 
tive troubles. Nephropexy gives excellent results. 
(4) The symptoms are those of spinal and cerebral 
neurasthenia. These cases are very hard to cure, but 
a prolonged post-operative treatment may yield 
very encouraging results. (5) The symptoms are 
definitely those of mental derangement. 

Operative treatment is necessary in freely mov- 
able, or rotated kidneys, in cases with adhesions, 
and those with marked local renal symptoms. It is 
important to consider the personal equation of the 
patient. Patients over 50 ought not to be operated 
on,asarule. Nephropexy does not cure the patient 
except when performed for purely local symptoms; 
it only makes recovery possible. 

Faxton E. GARDNER. 


Swain, J.: Hypernephroma or Mesothelioma of 
the Kidney. Bristol Med.-Chir. J., 1913, xxxi, 213. 
By Surg., Gynec. & Obst. 

The author of this article reviews the conclusions 
of the study of Grawitz in respect to these peculiar 
tumors of the kidney and believes Wilson’s conten- 
tion that the theory of Grawitz has been success- 
fully refuted by Stoerk on the following grounds: 

““(1) The Grawitzian tumors most frequently 
develop at the lower pole of the kidney, where 
adrenal rests are not found; (2), the so-called fat 
of the cells of the Grawitzian tumors is usually not 
fat, but a vacuolation related to the contents of the 
cells; (3), the Grawitzian tumor is a tumor of the 
renal cortex and not of the renal capsule, in which 
adrenal rests are usually found; and that (4) though 
the Grawitzian tumors do frequently contain cor- 
dons, which, however, only remotely resemble those 
found in the suprarenal, yet they almost invariably 
contain tubules, the analogues of which are never 
seen either in the normal suprarenal or in the tumors 
of that gland.” 

The author quotes from Wilson’s article, in which 
he says “that these tumors are mesotheliomas, or 
more definitely nephromas, that is, that they are 
elaborated from masses of nephrogenic tissue which 
have never become connected with the renal pelvis, 
and which have never attained adult type in either 
form or function.” 

He further states that whatever the theory of 
origin of these tumors may be, their clinical im- 
portance and their malignant character is general. 
He is not able to outline a very definite set of symp- 
toms. He lays stress on pain in the back reflected 
along the ilioinguinal and iliohypogastric nerves 
and early frequent micturition. 

Regarding the hematuria the author writes as 
follows: 

“Sudden and profuse hematuria is said to be a 
common symptom, though I have not found it so, 
and as the renal substance is gradually absorbed, 
rather than invaded, by the growth of the tumor, 
and the renal pelvis is not necessarily involved there 
seems to be no reason for expecting hematuria to 
vccur; but should it take place it would probably 
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be accompanied by some renal colic, owing to the 
presence of blood-clot in the ureter, though the pain 
in the back frequently alternates with the occur- 
rence of bleeding. In this last respect the symptoms 
differ from the hematuria and pain which occur in 
association with renal calculus. The urine presents 
no special features. A tumor is found presenting 
the characteristics of a renal swelling, and later on 
metastases occur; the general health of the patient 
begins to decline, and the usual cachexia of malig- 
nant disease ushers in the final stage.” 

He lays stress on the secondary deposits occurring 
along the veins and infecting the long bones, lungs, 
and liver. He notes that varicocele is a very com- 
mon accompaniment of this tumor, especially on 
the left side. On section it shows yellowish patches 
mixed with hemorrhagic areas, some of which have a 
tendency to cyst formation. The cells are of 
epithelial origin or epithelioid character and ar- 
ranged in nests or columns. Histologically, there- 
fore, the growth approaches sarcoma in structure, 
in spite of the epithelial formation of its cells. He 
recites two cases, one of which died four months 
after operation, the second of which lived from May 
8, 1911, to the last part of July, 1912. 

The author in conclusion emphasizes the necessity 
of palpating the kidney early in order to discover 
these tumors, which frequently give no symptoms 
until it is too late. He notes that the growth is 
sometimes very slow and that the tumor may be- 
come very large before having been discovered. 
He states that 78 per cent of all tumors of the kidney 
belong to this class. He believes that if operation 
is performed early enough a nephrectomy should 
remove the tumor before metastases occur. 

A. C. STOKEs. 


Foster, N. B.: 


Functional Tests of the Kidney in 
Uremia. 


Arch. Internal Med., 1913, xii, No. 4. 
By Surg., Gynec. & Obst. 
The author calls attention to certain limitations 
of two popular functional renal tests in relation to 
diagnosis and prognosis in uremia. Uramia has no 
definite symptom-complex but is conceived as inti- 
mately related to severe nephritis and as represent- 
ing ‘“‘the denouement of a pathological process 
dependent on renal disease, or of which renal disease 
is an invariable accompaniment.” It follows, there- 
fore, that the value of a functional test can be meas- 
ured by the results in demonstrated cases of uremia. 
In America the most generally used functional 
test is that of phenolsulphonephthalein. Cases of 
uremia often fail to eliminate enough of it in two 
hours to permit of quantitative estimation. Such 
cases sometimes die and sometimes improve suf- 
ficiently to leave the hospital. Three notable 
exceptions to the test findings are emphasized: 
Case 1, with a phthalein output of 53 per cent in 
two hours, died one month later in uremia and 
autopsy showed ‘“‘chronic nephritis, cardiac hyper- 
trophy and dilatation, pulmonary oedema and cere- 
bral oedema.” Case 2, with a phthalein output of 
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63 per cent, complained of extreme vertigo and 
cramps in the legs. In 24 hours there was coma and 
death occurred three days later. Anatomical 
diagnosis: Chronic nephritis, small granular kidney, 
cardiac dilatation, ulcerative colitis and oedema of 
the brain. Case 3: For a month there had been 
increasing dyspnoea and swelling of the abdomen 
and legs. The course of the disease appeared 
favorable. Eleven days before death phthalein 
was 57 per cent, but without prodromal symptoms; 
this patient had a severe convulsive seizure lasting 
one hour, and died shortly after. The anatomical di- 
agnosis was: Chronic parenchymatous nephritis, large 
white kidney, cerebral oedema, cedema of the lungs. 
These three exceptions to the usual operation of the 
phthalein test in nephritis suggest to Foster that its 
excretion may depend ‘‘on some other factor 
(circulation?) than pure renal disease, which by its 
presence or absence determines the rate of secretion 
by the kidney. 

In Germany, in the last few years, there is an 
ever increasing insistence on the significance of the 
non-protein nitrogen of the blood in nephritis. 
Foster found the average non-protein nitrogen in 
normal controls to be between 32 and 33 mg. in 100 
ccm. of blood, with 44 mg. as the maximum. In 
72 cases of uremia it was 87 mg. per 100 ccm. 

Strauss believes that in parenchymatous ne- 
phritis the non-protein nitrogen is usually low, 
which Foster confirms, particularly “in cases of 
purely tubular involvement in which the process has 
not been of long duration, but it is occasionally low 
in cases of contracted kidney also. Figures under 
40 mg. in rooccm. of blood in these cases with uremia 
are not very exceptional in my series.” He cites 
case four, who four days before death showed 28 
mg. of non-protein nitrogen in too ccm. of blood and 
whose 24-hour urinary output was between 500 and 
800 ccm. with a trace of albumin and many casts. 
Anatomical diagnosis: Chronic nephritis (extremely 
small granular kidney), cedema of brain, marked 
colitis, uremia. FRANK Hinman. 


Firth, J. L.: Nephropexy. Bristol Med.-Chir. J., 1913, 
XXxi, 220. By Surg., Gynec. & Obst. 
The author states that the object of his communi- 
cation is to express appreciation of the technique of 
nephropexy as recommended by Billington, and 
at the same time to emphasize the fact that in 
this operation great caution has to be taken to avoid 
wounding the pleura. He further states that his 
reason for passing from other well-known methods 
of anchoring the kidney to the Billington method is 
the fact that the other methods seem to anchor the 
kidney toolow. He describes the Billington method: 
(1) Oblique incision, beginning over the eleventh 
intercostal space, (2) separation of the fat and 
perinephric fascia “‘from the muscles of the back for 
some distance above and below the last rib,” (3) 
dislocation of the kidney into the loin, and separa- 
tion of all adhesions and fat, (4) deflection of a flap 
of renal capsule downward from the upper half of 
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the kidney, two-thirds of the flap being from the 
posterior surface, one-third from the anterior, (5) 
insertion of two supporting subcapsular sutures, 
after the manner of Goelet and Brédel, into the 
lower half of the kidney, the ends of these being long 
enough to pass through the muscles and skin above 
the wound to be tied over gauze rolls, (6) passing a 
curved Spencer-Wells forceps through the eleventh 
intercostal space at the edge of the erector spine 
muscle, so that the ends of the forceps curve round 
the last rib and project below into the upper part 
of the wound, and (7) passing the capsular flap 
grasped in the forceps mentioned over the last rib 
and suturing the portion drawn out to the capsular 
surface of the kidney at the lower border of the rib. 

The author further describes a case in which he 
had an accident. He opened the pleura in attempt- 
ing to attach the kidney to the last rib as described 
by Billington and pneumothorax resulted. 

Forty-eight hours after the operation, difficulty 
in breathing was more marked, respiration rapid, 
patient rather dusky in appearance, resonance on 
percussion from the right chest across the middle 
line to slightly beyond the left edge of the sternum 
in the cardiac region. The apex beat was still 
further displaced to the left. 

An aspirator needle was therefore passed into the 
chest on the right side through the seventh inter- 
costal space near the posterior axillary line and con- 
nected with the vacuum made in a Winchester quart 
bottle. The air immediately passed into the bottle 
from the chest. At the same moment the patient 
began to have a series of short coughs, rapidly 
repeated, and she became more dusky and dis- 
tressed. The vacuum was shut off, and after a pause 
of half a minute or a minute the cough ceased, and 
the communication with the bottle was re-estab- 
lished. More air came from the chest and more 
coughing occurred, but not so much as before. The 
vacuum was again shut off, and after a pause, again 
connected with the chest, and then the needle 
withdrawn, as no more air seemed to be obtainable 
from the pleural cavity. The signs of pneumo- 
thorax could not be elicited, and the apex beat had 
come back at least an inch nearer its normal posi- 
tion. The patient would not confess that her 
breathing was easier for another ten minutes. 
After that the convalescence was normal. 

The author concludes by saying that he believes 
the Billington operation for movable kidney is a very 
good one, perhaps the best yet described. 

A. C. STOKEs. 


BLADDER, URETHRA, AND PENIS 


Beer, E.: The Relative Values of the Réntgen 
Ray and the Cystoscope in the Diagnosis of 
Vesical Calculi. J. Am. M. Ass., 1913, xi, 1376. 

By Surg., Gynec. & Obst 

The author states that in the radiographs 0’ 
twenty two cases of vesical calculi the latter showe«' 
in only six cases. In the sixteen negative réntgeno- 

















grams the calculi were diagnosed by cystoscopy. 
Nine of these calculi were examined chemically and 
found to be composed of uric acid and urates. The 
author recommends that cystoscopy be given the 
preference in the diagnosis of vesical calculi. 

V. LESPINASSE. 


Bonn, H. K.: The Differential Diagnosis of 
Bladder Neck Lesions. Jndianapolis M. J., 1913, 
Xvi, 415. By Surg., Gynec. & Obst. 


The author classifies these lesions as those relating 
to the bladder, the prostate, the urethra, those cases 
which may be termed ‘‘extravesical’” and “extra- 
urethral” and those due to spinal lesions. Vesical 
causes are: Vesical calculus, papilloma and malig- 
nant growths obstructing the vesical neck, and in- 
tense congestion of vesical neck, whether of gonor- 
rhoeal or other origin. “ Prostatic causes are: sarcoma, 
carcinoma or tuberculosis of the gland, and pros- 
tatitis, when they produce the pathognomonic 
symptom-complex, also a calculus lodged in the 
urethra, particularly in the prostatic portion. Extra- 
vesical causes are: vesiculitis, appendicitis or salpin- 
gitis with vesical adhesions, inflammatory exudates, 
pressure of the sigmoid and abscess, whether in the 
pelvis proper or in the Retzius space. Extra-urethral 
causes are: periurethral exudates or abscesses and 
urinary extravasation. He states that a temporary 
dysuria is occasioned by dilating a stricture or per- 
forming cystoscopy. ‘Tabes dorsalis is given as the 
spinal cause. The author makes a plea for a very 
exhaustive history of the patient in these cases and a 
thorough conservative examination, not doing too 
much at one examination. The differential diagnosis 
between posterior urethritis, hypertrophy of the 
prostate, prostatitis, vesical calculi, gynecological 
conditions, and tuberculosis of the kidney is also con- 
sidered. C. R. O’CROWLEY. 


Miller, A. G.: Can the Urinary Bladder Empty 
Itself? Edinb. M. J., 1913, xi, 316. 
By Surg., Gynec. & Obst. 

According to Miller, an acquired bad habit is not 
infrequently the cause of the presence of residual 
urine in the bladder. A man seldom passes water 
except when obliged to do so by a feeling of discom- 
fort. Accordingly, he does not let the bladder 
empty itself by reflex action, but tries to expedite 
the process by voluntary contraction of the ab- 
dominal muscles. When there is a great hurry and 
limited time, the action is generally incomplete. 
Relief of discomfort being what is sought, the process 
is arrested when that relief is obtained. As life 
advances the incomplete act becomes more frequent. 
In this way, residual urine forms and accumulates 
from mere habit. 

The cure consists in training the bladder to resume 
its normal function. The author goes so far as to 
assert that the same method ought to be successful 
also in those cases where the residual urine is due to 
the presence of an obstruction along the urethra. 

Faxton E,. GARDNER. 
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Keyes, Jr., E. L.: Ultimate Results of the Chet- 
wood Operation for Retention of Urine. N.V. 
M. J., 1913, xcviii, 645. By Surg., Gynec. & Obst. 
Keyes employs the Chetwood operation for the 
removal of all minor obstructions, such as bars and 
contractures of the bladder, and in some cases of 
prostatic hypertrophy, where the patient’s general 
condition is bad. He lays emphasis on the selec- 
tion of cases, as one is likely to err, first, in operating 
upon patients suffering from painful or frequent 
urination, but with little or no retention. who would 
do as well without operation of the neck of the blad- 
der; second, in attempting to relieve by cauteriza- 
tion an obstacle requiring prostatectomy. The 
advantage of the operation is that it may be per- 
formed under local anesthesia, takes only five or 
ten minutes, and causes less shock than any pros- 
tatectomy. From three cases illustrating  in- 
complete relief he comes to the following conclusions: 
First, if the retention is not entirely relieved a return 
of symptoms may be looked for. Second, other con- 
ditions, such as pyonephrosis, may spoil what would 
otherwise be a cure. Six of his patients were left 
with incontinence of urine and seventeen of twenty- 
seven patients were cured after periods varying from 
one to nine years. He expects to obtain a much 
larger proportion of cures in his next series of twenty- 
five cases. J. Rappa. 


GENITAL ORGANS 


Caron, M.: A Case of Malignant Tumor of the 
Testicle; with Remarks. Am. J. Urol., 1913, ix, 
483. By Surg., Gynec. & Obst. 

Caron reports a case, age 26, which entered the 
hospital with the diagnosis of pulmonary tuberculo- 
sis. 

A few days later an increasing enlargement of the 
testicle, which was slightly tender, was noticed. 
There were no adhesions or sinuses. A diagnosis of 
secondary tuberculosis of the testicle was made. 
The patient died one month later, with choking 
paroxysms and severe pain in the chest. 

At autopsy the lungs were filled with circum- 
scribed nodules about the size of a walnut, but there 
wers no signs of tuberculosis. The prelumbar lymph- 
nodes were very much enlarged; their surfaces were 
irregular and friable. The walls of the aorta and 
vena cava were intact. The liver, lungs, and kidneys 
contained almost the same material. A microscopic 
section from the liver, lungs, and kidneys showed 
that these masses of cells were entirely different 
from those found in the prelumbar lymph nodes. 
In other words, these were the angioplastic cells 
described by Malassez in 1878, but later recognized 
as syncytial cells. The cells in the lymph nodes were 
exactly like those which Chevassu called seminoma 
(epithelial in type). 

The testicle showed infiltrating regions in which 
both types of cells could be seen. The author 
believes that the metastasis took place through the 
lymphatics to the lymph-nodes and through the 
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blood to the kidneys, liver, and lungs. He regards 
this tumor of the testicle as embryonal in origin. 
A. C. STOKES. 


Ombrédanne: Acute Primary Orchitis in Chil- 
dren (L’orchite aigué primitive des enfants). Presse 
méd., 1913, XXi, 595. By Journal de Chirurgie. 

Acute orchitis is rare in children before puberty; 
at this period mumps does not generally affect the 
testicle and gonorrhoea is exceptional. But some- 
times boys of 10 to 15 complain of extreme pain in 
the testicle of one side, beginning suddenly. The 
scrotum is red and cedematous on that side; the 
testicle is very painful on pressure; the cord is 
swollen and painful, especially in the lower part, and 
sometimes there is fever, loss of appetite, and nausea. 

With rest in bed the symptoms generally abate; 
but in some cases the testicle atrophies afterward. 
Often the swelling increases, the scrotum becomes 
adherent, and an abscess forms which must be evac- 
uated. Recovery then takes place in from three to 
four weeks; or, sometimes after the evacuation of 
the abscess, gangrenous particles are discharged, in 
which seminiferous tubules can be made out. The 
testicle is discharged little by little and recovery 
then takes place. 

This form of acute orchitis has quite generally 
been attributed to tuberculosis. The author dis- 
cusses the causes. He had 7 cases in boys of from 9 
to 15, on all of which he operated. In 4 there was 
undoubted torsion; one case where it was doubtful, 
as exploration was not carried far enough; in one 
case there certainly was not torsion, and in one case 
he thought from the lesions there had been torsion 
and spontaneous detorsion. Therefore, in the 7 
cases certainly there were 4 cases of torsion, prob- 
ably five and possibly 6. 

Ombrédanne concludes that there are two forms 
of orchitis—a true orchitis, which may be tubercular, 
though in his cases inoculation of the cobra was 
negative, and orchitis from funicular torsion. Three 
of the four cases of torsion confessed to being mas- 
turbators, and he thinks this may be a cause. As a 
result of the congestion caused by masturbation 
the vessels dilate, elongate, and push against the 
gland, causing it to rotate around the suspensory 
ligament as an axis. 

He believes that operation is justified in all cases, 
since with operation the patients recover within ten 
days and the testicle is saved, while without opera- 
tion the testicle is generally destroyed. The opera- 
tion consists in fixing the vaginal tunic to the scro- 
tum if the torsion is supravaginal; in fixing the 
testicle to the vaginal tunic and the latter to the 
scrotum if the torsion is intravaginal. It remains to 
be seen whether the future development of these 
testicles will be normal. 


Somers: Atrophy of the Prostate Gland. Calif. 
St. J. Med., 1913, xi, 411. By Surg., Gynec. & Obst. 


The author recites the symptoms, causes, and 
treatment of atrophy of the prostate gland, quoting 
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freely from the literature of the different authorities, 
and reporting the histories of three of his seven cases. 

He claims that it averages about 250 grains in 
weight; that the senile form is the most common of 
the different varieties, occurring rarely before 50, 
although there are instances at the ages of 17, 22, 26, 
and 30; that there is a grievous deficiency in our 
knowledge of the pathological condition and therapy 
of bladder insufficiency without prostatic hyper- 
trophy. His series consists of 26 cases, 19 hyper- 
trophies and 7 atrophies. His therapy is operation, 
if conditions are favorable, and his method Young’s 
perineal operation, which he has employed with 
favorable results. 

Somers draws the following conclusions: 

1. In the clinical features of bladder insufficiency 
there is very little distinction between atrophy and 
hypertrophy. 

2. The cause is not clear, different authors be- 
lieving it is an anatomical change in the bladder 
wall; an atrophy in the bladder muscle; a change 
in the bladder opening causing mechanical obstruc- 
tion; a chronic contraction at the neck of the bladder, 
or that the insufficiency is due to a contraction of 
the neck arising reflexly. 

3. The symptoms of mechanical obstruction due 
to atrophy cannot be distinguished from those of 
mechanical obstruction due to hypertrophy. 

4. In the atrophied gland the obstruction to the 
bladder opening comes probably as a result of atro- 
phy of gland canals, when a change in the proportion 
of the gland tissue and stroma takes place. 

5. The treatment should be a radical removal of 
the diseased tissue surrounding the inner opening of 
the bladder. The operation is difficult, due to the 
fact that there is no adenomatous tissue and the hold 
on the surrounding tissue is extremely firm. 

Louis Gross. 


Squier, J. B.: Vital Statistics of Prostatectomy. 
Surg., Gynec. & Obst., 1913, xvii, 433. 
By Surg., Gynec. & Obst. 

The author has compiled from his own experience 
the percentage of mortality of operative and non- 
operative cases of prostatic obstruction. 

He claims that fifty per cent of unoperated pa- 
tients will die within five years from the onset of 
obstructive symptoms where catheter life is not 
begun. The beginning of catheter life shortens this 
expectation of life almost fifty per cent (two years 
and eight months), and increases the mortality to 
sixty-six and two-thirds per cent within the short- 
ened period. 

Among over two hundred patients subjected to 
operation there has been an operative mortality of 
but seven per cent. The type of operation has not 
influenced the mortality percentage. The causes 
of death have been shock, anuria, and pulmonary 
embolism. He believes that continuous irrigation 
of the bladder after operation is apt to dislodge blood 
clots and excite hemorrhage, and advises against it. 
The use of the permanent catheter following opera- 








tion is also deprecated for fear of producing vesical 
spasm with consequent dislodgment of blood clot in 
the pelvic veins and the formation of emboli. 

The poorest operative risks are thought to be 
those prostatic cases suffering from overdistended 
bladder in whom no infection is present. The state- 
ment is made that where a mild degree of cystitis has 
been present for some time before operation, the 
patient seems to have acquired a certain immunity 
to infection. Patients. who have not acquired such 
immunity before operation and who are, in addition, 
afflicted with renal disease, are usually those who 
will develop acute exacerbations of a nephritis when 
post-operative absorption occurs. 

Carcinoma of the prostate has been met with in 
ten per cent of the series. He believes that operation 
is justifiable in many cases of prostatic carcinoma 
if only to relieve the obstructive symptoms and make 
life more livable. 

Of a series of one hundred operations performed 
according to the author’s suprapubic intra-urethral 
method, eighty-seven are alive at the end of from 
one to four years after operation with complete relief 
of symptoms. He concludes with the remark that 
‘post-operative urinary incontinence is an unknown 
accident following a properly performed suprapubic 
enucleation of the prostate.” 


MISCELLANEOUS 


Davis, T. G.: Hema-Uro-Chrome; A New Lab- 
oratory Test for Cancer and Sarcoma, from 
the Urine. Calif. St. J. Med., 1913, xi, 409. 

By Surg., Gynec. & Obst. 

Davis presents a test for cancer and sarcoma 
which will give evidence of its presence before it can 
be seen or determined by palpation or by any other 
method. This test has proven positive in a large 
percentage of cases. 

He advises the beginner to procure the urine from 
an authentic case of cancer and sarcoma, and 
acquaint himself with the color reaction, after which 
errors are less likely to occur. 

The urine should be carefully collected, fresh. 
No preservative should be used except that when 
it is impossible to make immediate examination, 
hydrochloric acid in the proportion of 1 part to 10 
of urine may be added, this being the proportion 
used in the test. Formaldehyde inhibits the test; 
and hexamethylene, tetramine, formin or urotropine 
should be avoided where the test is to be applied. 

Select a flat-bottomed flask of about 180 ccm. 
or 6 fl. ozs. capacity, with a narrow neck, that 
the ether may be brought up into it and easily seen 
and separated. To 100 ccm. of urine in the flask 
add to ccm. of hydrochloric acid. Heat over a slow 
fire until ebullition begins; turn out the fire, and al- 
low it to cool slowly for a time, after which cooling 
may be hastened by immersion in water. When 
cold add 30 ccm. of ether. Cork, tying the cork to 
prevent evaporation. Turn the flask upside down 
several times during the six or eight hours required 
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to complete the test. Avoid hard shaking, which 
interferes with separation of the ether. While in 
cases of pronounced or extensive cancer the ether 
will acquire a markedly red color in as short a time 
as twenty minutes, he has found six or eight hours 
necessary for the complete extraction of the hema- 
uro-chrome by the ether. By the addition of cold 
water the colored ether may be raised into the neck 
of the flask for observation, and be removed by a 
pipette into a bottle and corked, sealed and kept for 
comparison if desired. 

The author found that syncytioma, which is 
practically a malignant condition, and extensive 
suppurating processes, especially if tubercular, gave a 
somewhat red color to the ether, but not to compare 
with that given by cancer. A pink tint of more or 
less depth will occur when blood is in the urine from 
any cause; also in the urine of persons having ma- 
laria, ‘‘tick-fever’’ or Babesia, the several infec- 
tions due to spirillum, ‘‘hookworm” and other 
intestinal parasites, as well as the primary and 
secondary anemias; but none of these gives a color 
comparable with that from the urine of a cancer 
patient, and should be readily eliminated. 

Louis Gross. 


O’Neil, R. F., and Hawes, J. B.: Remarks on the 
Rational Treatment of Genito-Urinary Tu- 
berculosis. Boston M. & S. J., 1913, clxix, 492. 

By Surg., Gynec. & Obst. 

An original article, in which the authors wish to 
emphasize the fact that the best results in genito- 
urinary tuberculosis can only be obtained by sup- 
plementing any indicated operative procedures by 
long-continued observation and treatment. The 
methods in use at the Massachusetts General 
Hospital at the present time are described with the 
results obtained and some suggestions as to operative 
technique. 

In non-pulmonary tuberculosis the operation is 
but an incident in a course of treatment by far the 
most important parts of which come before and 
after the operation. The surgeon can rarely remove 
all of the disease, the aim being to render the con- 
dition of the local lesion as favorable as possible 
for cure, which can only be obtained by long super- 
vision and treatment. 

This after-supervision is provided for at the 
Massachusetts General Hospital by what is known 
as the Tuberculin Department. The clinic is held 
once a week and is composed of patients principally 
from the male and female surgical and genito- 
urinary departments. All new patients are given a 
careful physical examination to rule out pulmonary 
involvement, and a record of weight, pulse and tem- 
perature is made. They are then referred to the 
Social Service Department (without which or its 
equivalent no such clinic could exist) with the re- 
quest, ‘‘ Please examine home conditions and report.”’ 
The needs of the case are taken up with the social 
worker, who looks out for food, fresh air, housing 
condition, etc. Every effort is made to gain the 
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confidence of the patient and the reasons for all 
treatment are explained. 

Tuberculin is given in most cases, according to 
Trudeau’s rule, a bouillon filtrate supplied by Bald- 
win of the Saranac Lake Laboratory being used. 
It is administered once a week, the initial dose being 
.ooo1 to .coo5 mg. This is gradually increased to 
50 or 100 mg., the clinical signs of reaction, local 
focal, or constitutional, being carefully observed. 
These latter have been rare and no untoward results 
have followed. Patients are urged to return once a 
week, and as the conditions improve the interval is 
lengthened. Pulse, weight, and temperature are 
taken each time, and if there is an occasion a chest 
examination is made. With the exception of ol. 
santali for frequent and painful micturition, drugs 
are rarely used. If the patient is under weight, 
one quart of milk a day is added to the diet. 

As to results, at the time of writing there were 
24 cases of renal tuberculosis where nephrectomy 
had been performed, which had been under observa- 
tion for a varying length of time. One case devel- 
oped pulmonary tuberculosis and left for home in 
Sweden in poor condition. Another had a tubercular 
wound, genital tuberculosis, and pulmonary chest 
involvement 15 months after operation. The others 
all showed improvement in weight, general health, 
and urinary symptoms, some to a very marked 
extent. Nine of the sinuses closed within a few 
weeks; some remained open several months. Of 
late we have adopted the suggestion of the Mayos, to 
close the nephrectomy wounds without drainage 
after filling them with salt solution. Five of these 
were so treated. One had a superficial hematoma; 
the other four healed by first intention. There were 
also under observation a number of cases of genital 
tuberculosis, nine of which have been operated on 
for unilateral or bilateral tuberculous epididymitis. 
Most of these cases also show an improvement, but 
it is naturally not so striking as in the renal cases. 
The authors do not attribute the improvement 
shown by these patients to tuberculin alone. They 
do think, however, that it helps the genito-urinary 
cases. There can be no doubt of the psychic value 
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of the treatment for which the patients will return, 
thus enabling them to be kept regularly under 
observation for a longer time than would otherwise 
be the case. They regard the good results as due 


to the judicial combination of surgery, hygiene, 
tuberculin, and consideration of the patients’ needs. 


Beer, E.: The Use of Tuberculin in the Diagnosis 
of Obscure Conditions in the Genito-Urinary 
System. Med. Rec., 1913, 1xxxiv, 650. 

By Surg., Gynec. & Obst. 


The author again calls attention to the importance 
of the use of tuberculin as a diagnostic aid, and de- 
plores the fact that this important test is not more 
generally in use, particularly to clear up the more 
obscure cases of renal, prostatic, and testicular 
disease, in which the tuberculin definitely assists 
in making a diagnosis. He quotes the statistics of 
Voges, who noted only 2.7 per cent errors in 7327 
cases. In Beck’s series of 2508 cases, of which 371 
were clinically tuberculous, all were positive to the 
tuberculin test. Neisser reports all tubercular 
cases positive in his experience. In Moeller’s 8000 
sanitarium cases a positive reaction was present in 
go per cent. However, the author wishes to make 
it clear that certain cases of tuberculosis may not 
react to tuberculin. Mohr thinks a negative re- 
sponse excludes tuberculosis, but Beer takes ex- 
ception to this in the following statement: ‘A 
general plus a local response is practically invariably 
due to a focal tuberculosis, and such a response lo- 
cates the diseased area. A general minus a focal 
response is of no practical value, as the most careful 
examination cannot exclude tuberculosis in other 
parts, which may give the general reaction.” 

The author does not recommend the use of tuber- 
culin as a routine procedure in genito-urinary 
diseases, as he appreciates the fact that occasionally, 
particularly in a large series of cases, unfavorable 
reactions may follow, especially if the dosage is 
not carefully guarded and the preparation not 
scrupulously careful. He then cites three interest- 
ing cases at length, which will be of value to those 
interested in this subject. I. S. Kort. 
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EYE 


Coats, G.: Anterior Ring of Opacity in Lens, 
Following Contusion. Ophth. Rev., 1913, xxxii, 
295- By Surg., Gynec. & Obst. 

The case reported is that of a boy 12 years old, 
examined eight days after being struck in the eye 
by a piece of clay. There was no external wound, 
but hemorrhage in the aqueous humor, with 
ciliary and conjunctival injection. With trans- 
mitted light a small ring was seen on the anterior 
surface of the lens near the center, made up of very 
fine granules. The outer border was sharply de- 
limited, the inner less so. The ring was only faintly 
seen with oblique illumination and appeared to 
have a brownish color. The opacity soon cleared 
and vision returned to normal. 

The description is characteristic of what is termed 
Vassius’ contusion ring, 23 cases of which have been 
reported. Vassius considers the condition an im- 
pression of the pupillary margin on the anterior 
surface of the lens, it being either a change in the 
superficial layers of the lenis or a deposit of pigment 
granules squeezed out of the pigment epithelium 
of the iris. It has been supposed that this center 
of the cornea is doubled in and actually forces the 
iris against the lens, but the author considers that 
it is simply the sudden increase in intra-ocular 
pressure which presses the iris against the lens. 

EARLE B. FOWLER. 


Gradle, H. S.: A Hitherto Undescribed Anomaly 
of the Macular Retina. Opiith. Rec., 1913, xxii, 
5ol. By Surg., Gynec. & Obst. 


Gradle reports three cases of an anomaly of the 
macular retina which has hitherto been undescribed. 
The condition seems to be in the nature of a con- 
genital malformation, not affecting visual acuity, 
and certainly it is not pathological. 

The ophthalmoscopic picture is alike in all three 
cases, although of varying degree. In an otherwise 
normal eye, the fovea is comprised of a slightly oval 
area, about the size of the disc, of a dark red color, 
speckled with fine red points. In the center is an 
exceptionally well demarcated, discoid, yellowish 
white foveal reflex. The dark red fovea is surround- 
ed by a grayish red zone, sharply demarcated on the 
foveal side and gradually fading into the surround- 
ing normal fundus toward the periphery. The 
foveal edges are clean cut and seem to be as per- 
pendicular as are the edges of a glaucomatous cupped 
disc. The papillo-macular artery, in passing 
through the light zone, is hazy, but reappears sharp 
at the edge of the fovea, bends backward and be- 
comes lost in the depths of the macula. The floor 


of the fovea is uniform and seems to be about one- 
third of a millimeter deeper than the surrounding 
lighter zone. It can easily be seen that this zone 
is composed partly of vague restless light reflexes 
and partly of a delicate grayish opacity situated in 
the innermost layers of the retina. The rest of the 
fundus is normal. 

The explanation of this condition seems to lie in 
an abnormal thickness of the retina immediately 
around an otherwise normal fovea. The clivus is 
unusually abrupt and the nerve fiber and ganglion- 
cell layers are in all probability unusually thick. 


Sym, W. G.: Detachment of the Retina Pro- 
duced by General (kdema. Ophth. Rev., 1913, 
XXXii, 293. By Surg., Gynec. & Obst. 

The case reported is that of a girl 19 years old, 
in the last weeks of pregnancy, with an albuminuria 
and general oedema. Vision was reduced and the 
fundus was only slightly pale with a whitish oedema 

of the retina. The patient developed eclampsia a 

few hours after examination and was delivered of a 

full-term child. Three days later there was still 

marked general cedema and at this time a large 
globular detachment of the upper part of the retina 
in both eyes. Three days later this had become re- 
attached and vision was rapidly improving. 

EarLe B. Fow er. 


Pischel, K.: 


Sclero-Corneal Trephining for 
Glaucoma. i 


Calif. St. J. Med., 1913, xi, 397. 
By Surg., Gynec. & Obst. 

Pischel reviews the Elliott operation for glaucoma. 
He has performed trepanation nineteen times on 
fifteen eyes in nine patients, the result being: 

Visus: Better in 6 cases; the same in 3 cases; 
worse in 3 cases. In three cases amaurosis existed 
before the trepanation. 

Field: Larger in 7 cases; the same in 2 cases; 
smaller in 1 case. In five cases the field could not 
be taken. 

Tonometer reading: 
same in I case. 

Pischel uses the trepan (he believes the word 
“trephine” not the correct one) in a dental engine, 
and uses a guard to prevent it from entering too 
deeply. C. G. DARLING. 


Lower in 14 cases and the 


Wyler, J. S.: The Trephining Operation in Glau- 
coma. Lancet-Clin., 1913, cx, 432. 

By Surg., Gynec. & Obst. 

Wyler takes up, first, the technique of Elliot’s 

trephining operation for increased tension, emphasiz- 

ing the splitting into the corneal layers, without 

“button-holing” the flap, so as to make the opening 
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far enough forward. He advocates a longitudinal 
split in an iris, that may prolapse, rather than an 
iridectomy. 

The advantages as summed up are: 1. Ease 
with which the operation can be performed. 2. 
Complications are rare. 3. Danger of infection is 
slight. 4. In most cases a round pupil remains 
and myotics may be used later. 5. Astigmatism 
is a negligible quantity. 6. Present statistics 
show the percentage of results superior to any one 
single method. 

The author described cases of different types on 
which he has performed this operation. 

EARLE B. FOWLER. 


EAR 


Furunculosis of the External 
Auditory Canal; The Use of Alcohol as a 
Valuable Aid in Treatment. Boston M.&S.J., 
1913, clxix, 645. By Surg., Gynec. & Obst, 

The pathology of furuncles of the external au- 
ditory canal is the same as that of boils on other 
parts of the body. They are caused by infection of 
the hair follicles, and persons are often predisposed 
to them by a middle-ear discharge, picking or 
scratching the ear, by the removal of cerumen, and 
by sea bathing. 

The usual treatment consists of hot douches, 
wicks of carbolized glycerine, and one or more in- 
cisions in the canal. The main object of the treat- 


Lothrop, O. A.: 


ment advocated by the author is the constant dis- 
infection of the canal and the pus, thus preventing a 


reinfection. The treatment consists of the incision 
of any ripe furuncle, the thorough cleansing of the 
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ear canal, and the insertion of a gauze packing al- 
most to the ear-drum and completely filling the 
canal. This gauze is kept moist by frequent applica- 
tions of alcohol or alcohol and boric acid. The 
chief advantages claimed for this method by the 
author are that reinfection of neighboring hair- 
follicles is often prevented and that cases in the 
very early stages are sometimes aborted. 
J. H. SKILEs. 


Dench, E. B.: Report of Three Cases of Otitic 
Meningitis Treated by Drainage of the Cis- 
terna Magna. Laryngoscope, 1913, xxiii, 944. 

By Surg., Gynec. & Obst. 

Dench, speaking of the operation of draining the 
cisterna magna for the relief of meningitis, gives Cun- 
ningham credit for first describing such an operation, 
and Haynes the credit of perfecting the technique 
of the operation from which much has been hoped. 
He relates three cases in which he performed the 
Haynes operation, and though there was apparent 
improvement for a few days following the operation, 
the cases terminated fatally. 

Quoting directly, his conclusion from these three 
cases follows: ‘It would appear that we have not 
yet discovered a surgical procedure which will en- 
able us to combat successfully that dread disease, 
otitic meningitis. I do not mean to condemn the 
operation from the results obtained in such a small 
number of cases. I have nothing to add regarding 
the technique of the operation, and believe that the 
procedure should be given a thorough trial, but the 
results obtained from my limited experience have 
certainly not been encouraging.” 

H. BEATTIE Brown. 





SURGERY OF THE NOSE, 


NOSE 


McKenzie, D.: Sinusitis Exulcerans of the Frontal 
Sinus; Operative Trauma of the Dura; Re- 
covery. Proc. Roy. Soc. Med., 1913, vi, Laryngol. 
Sect., 182. By Surg., Gynec. & Obst. 

The author reports a case of frontal sinusitis with 
supra-orbital swelling but absence of nasal discharge 
which required a series of four operations before 
the sinus was obliterated. During the first opera- 
tion the periosteum elevator plunged through very 
thin anterior and posterior walls, injuring the dura 
and liberating a sinus full of pus. The 3 mm. dural 
tear was exposed and enlarged until cerebrospinal 
fluid flowed freely and a gauze drain was inserted. At 
the second operation six weeks later, when a mod- 
ified Killian operation was done, the dural tear 
was healed. ELLEN J. Patterson. 


THROAT 


Gougerot, H., and Quellien, P.: Primary Sporo- 
trichosis of the Pharynx, a New Form of 
Sporotrichosis of Mucous Membrane; Diag- 
nosis, Treatment, and Importance (Sporotri- 
chose pharyngée primitive, forme nouvelle de sporo- 
trichoses des muqueuses: diagnostic, traitement, 
importance médicale). Paris méd., 1913, xxxvi, 236. 

By Zentralbl. f. d. ges. Chir. u. i. Grenzgeb. 

A woman of 51 living in the country had never 
been sick. Yet she showed signs of hereditary 
syphilis, although she had never been suspected of 
having tuberculosis. Upon complaining of dis- 
agreeable sensations in the throat and difficulty in 
swallowing, her physician made a diagnosis of 
granular pharyngitis and advised iodized compresses. 
Her condition, instead of improving, grew worse 
slowly. The posterior pharyngeal wall showed a 
large ulcerated surface with irregular edges, which 
extended to the right posterior pillar, to within 5 or 
6 mm. of the left posterior pillar, extended upward 
to the fossa, and a narrow projection ran downward 
toward the oesophagus. The bottom of the ulcer 
was grayish and exuded a serous fluid resembling 
mucopus. The glands were not involved, the sub- 
maxillary glands being scarcely perceptible, and the 
most careful examination did not show any other 
lesion of the skin or of the mucous membrane. The 
viscera were normal. 

Another specialist believed it was tuberculosis. 
Finally one of the authors decided it was a mycosis. 
Not having any culture tubes he tried the iodide 
treatment as a test, and in six weeks the patient 
had completely recovered. 

This case shows the seriousness of infiltration 
with sporotrichosis when it is not stopped by proper 
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treatment, and its tendency to ulceration in the late 
stages; but it also shows that if treatment is not 
begun too late and the iodide treatment is well 
borne, recovery is as rapid and complete as in 
cutaneous sporotrichoses. 

This case is also a new Clinical type; it is the first 
case reported of primary pharyngeal sporotrichosis 
without cutaneous lesions. The two cases hereto- 
fore published have been bucco-pharyngeal or laryn- 
geal sporotrichosis with scattered cutaneous lesions 
that aided in the diagnosis. 

This patient lived in the country and probably 
had infected herself from vegetables contaminated 
with sporotrichia. She either ingested them with 
insufficiently cooked vegetables or in chewing grass 
blades. For a greater or less length of time the 
sporotrichium remained in the bucco-pharynx, in- 
creasing the virulence and sensitizing the organism 
with its secretions. Finally it established itself on the 
mucous membrane and gave rise to the local lesion. 

The authors conclude that although there are 
secondary sporotrichoses of the pharyngeal, laryn- 
geal, nasal, or ocular mucous membrane, in the great 
majority of cases of sporotrichosis of mucous mem- 
brane the point of entry is from a conjunctivitis, 
angina, pharyngitis, laryngitis, or rhinitis. 

J. Dumont. 


Bar, L.: Bacteriology of Primary Acute (Edema 
of the Larynx (De l’cedeme aigu inférieur primitif 
de larynx et de ses relations microbiologiques). Ann. 
d. Maladies de Voreille, 1913, xxxix, 30. 

By Journal de Chirurgie. 

Bar reports two cases of acute oedema which, in 
many of their symptoms, simulated the erysipel- 
atous laryngitis described by Massie. There was 
an initial chill, a series of slight chills, submaxillary 
adenopathy with pain in the region, febrile con- 
dition with sudden defervescence, oscillations in the 
temperature varying in degree and recurring with 
each attack of oedema, and attacks of oedematous 
inflammation ambulatory in type. In the first 
case bacteriological examination showed very nu- 
merous pneumococci, staphylococci, some strep- 
tococci, and spirilla. No bacteriologic examination 
was made in the second case. The presence of 
streptococci is another point of resemblance to 
erysipelatous laryngitis, but the author recognizes 
the importance of pneumococci, staphylococci, and 
spirilla and their various associates in the causation 
of infectious oedema of the larynx. From the 
therapeutic standpoint he reports that polybacte- 
rial serum therapy has not yet demonstrated its 
efficacy, and he still holds to antiseptic methods. 

G. LAURENS. 
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